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In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


Pentoxylon 


ach long-acting tablet provides the sustained coronary vaso- 
| dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 
as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 0.5 mg. Rauwiloid® (alseroxylon). 


* Reduces incidence of attacks 
* Reduces severity of attacks 


* Reduces or abolishes need for 
fast-acting vasodilating drugs 


* Reduces tachycardia 


* Reduces blood pressure in hyper- 
tensives, not in normotensives 


* Increases exercise tolerance 


* Produces demonstrable ECG 
improvement 
Dosage: One to two tablets ¢ Exceptionally well tolerated 
q.i.d. before meals 
and on retiring. ¢ Minimal side actions 
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eliminate pain...while maintaining muscle relaxation 
and patient cooperation ...in obstetrical delivery . 


Saddle block with Heavy Solution Nupercaine, testified safe by hundreds of thousands of successful 
deliveries, fulfills the criteria for ideal obstetrical anesthesia: “£1. An anesthetic that is safe for 
both mother and baby. 2. An anesthetic that is easy to administer, and one in which personnel 
can be quickly and easily trained. 3. An anesthetic which alleviates pain of delivery for the 
patient while still inducing complete relaxation for the benefit of the obstetrician.””! 


1. Seegar, J.K.B.E., and Devlin, A:J.: Maryland M.J. 5:330 (June) 1956. 


Supplied: 1:400 Nupercaine hydrochloride in 5% dextrose, 2-ml. ampuls, each ml. contain- 
ing 2.5 mg. Nupercaine and 50 mg. dextrose; cartons of 10. 


HEAVY SOLUTION ® | 


hydrochloride 
(dibucaine hydrochloride with dextrose 5% CIBA) 
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INTRAVENOUS» Compatible with common 
IV fluids. Stable for 24 hours in 
solution at room temperature. Aver= 
age IV dose is 500 mg. given at 12 
hour intervals. Vials of 100 mg., 


250 mg., 500 mg. 


ENTRAMUSCULAR) Used to start a pa- 
tient on his regimen immediately, 

or for patients unable to take oral 
medication. Convenient, easy-to-use, 
ideally suited for administration 
in office. or patient's home. Supplied 
in single dose vials of 100 MG... (no 
refrigeration required) 
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BLOOD LEVELS ACHIEVED 
IN MINUTES ~~ SUSTAINED FOR HOURS 


Many physicians advantageously use 
the parenteral forms of ACHROMYCIN 
in establishing immediate, effective 
antibiotic concentrations. With 
ACHROMYCIN you can expect prompt 
control, with minimal side effects, 
over a wide variety of infections - 
reasons why ACHROMYCIN is one of to- 
day's foremost antibiotics. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 
PEG. U.S. PAT. OFF, 
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to side-step complications for 
quicker recovery from colds 


CORICIDIN with 


TABLETS (150,000 units Penicillin G Procaine) 


while relieving cold symptoms 


By means of the well-established analgesic-antipyretic-antihistaminic 
action of CORICIDIN, fever is controlled, chills and headache suppressed 
and general malaise alleviated. The superior antihistaminic component 
aids especially in controlling the allergic-like syndrome of congestion, 
sneezing and lacrimation. 


check bacterial infection... 


The added penicillin provides oral antibiotic action to hold infection in 
check and accelerate recovery, especially in patients with lingering colds. 
By control of the pathogens most frequently implicated in cold complica- 
tions, sinusitis, pharyngitis, tonsillitis, adenitis, otitis media, bronchitis, 
tracheitis, laryngitis and pneumonia usually may be avoided. 


Each CoriciDIN with Penicillin Tablet contains: 


PenicillinG procaine ...... . 150,000 units 
Chlorprophenpyridamine maleate . ..... . . 22mg. 


packaging 
CORICIDIN with Penicillin Tablets, bottles of 24 and 100. 


CorICIDIN,® brand of analgesic-antipyretic. 


: 


American Medical Women’s Association, Inc. 


BOARD OF DIRECTORS 
1957-1958 


OFFICERS 
President: Exizasetu S. Kanver, M.D., 3828 Fulton St. N.W., Washington, D.C. 
President-Elect: KATHARINE W. Wricurt, M.D., 734 Noyes St., Evanston, Ill. 
Retiring President: CamMiLLE Mermop, M.D., 2945S. Centre St., Orange, N.J. 
First Vice-President: RutH Harreraves, M.D., 1208 The Medical Towers, Houston 25, Texas 
Second Vice-President: JANE ScHaeFer, M.D., 490 Post St., San Francisco, Calif. 
Recording Secretary: CLaire F. Ryver, M.D., 1632 30th St. N.W., Washington, D.C. 
Corresponding Secretary: Mary Mircuett Henry, M.D., 601 Medical Arts Bldg., San Antonio 5, 
Texas 
Treasurer: R. Fiscuer, M.D., 10401 S. Bell Ave., Chicago 43, Ill. 
Assistant Treasurer and Finance Chairman: Mary Marcaret Frazer, M.D., 76 W. Adams St., 
Detroit, Mich. 


PAST PRESIDENTS 
EvANGELINE StenHouse, M.D., 55 E. Washington St., Chicago 2, Ill. 
Jupirn AxnteM, M.D., 954 South L. St., Livermore, Calif. 
Camitte Mermon, M.D., 294 S. Centre St., Orange, N.J. 
Estuer C. Martine, M.D., 2314 Auburn Ave., Cincinnati, Ohio 


REGIONAL DIRECTORS 


New England (Maine, New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut) 
To BE FILLED 
North Atlantic (New York, Pennsylvania, New Jersey, Delaware) 
AuMa Dea Morant, M.D., 3665 Midvale Ave., Philadelphia, Pa. (1957-1960) 
Middle Atlantic (Maryland, District of Columbia, Virginia, West Virginia, Foreign) 
Mary K. L. Sartwett, M.D., 6811 Riggs Rd., Hyattsville, Md. (1957-1960) 
South Atlantic (North Carolina, South Carolina, Georgia, Florida, Puerto Rico) 
Mary B. H. Micuat, M.D., M.P.H. Box 528, Boone, N.C. (1957-1960) 
Northeast Central (Ohio, Indiana, Illinois, Michigan, Wisconsin) 
To BE FILLED 
Southeast Central (Kentucky, Tennessee, Alabama, Mississippi, Louisiana) 
Heten Cannon-Bernrie_p, M.D., Veterans Administration Hospital, Jackson, Miss. (1957- 
1960) 
Northwest Central (Minnesota, lowa, North Dakota, South Dakota, Nebraska) 
Grace M. Sawyer, M.D., Woodward, Iowa (1957-1960) 
Southwest Central (Missouri, Arkansas, Kansas, Oklahoma, Texas) 
Anita Jounson McNeety, M.D., 910 N. Lake Shore Drive, Chicago 11, Ill. (1957-1960) 
Northwest (Montana, Wyoming, Idaho, Washington, Oregon, Alaska) 
IRENE Grieve, M.D., 525 Fernwell Bldg., Spokane, Wash. (1956-1959) 
Southwest (Colorado, New Mexico, Utah, Arizona, California, Nevada, Hawaii) 
Peart Kontras, M.D., 114 Sotoyome Ave., Post Office Box 1374, Santa Rosa, Calif. (1956- 
1959) 


Director of Junior Membership 
Estner C. Martine, M.D., 2314 Auburn Ave., Cincinnati, Ohio 
* * * 
Chairmen of Standing Committees (see page 17) 
* * * * 
Editor of the Journal of the American Medical Women’s Association 
Friepa BauMANN, M.D., 1790 Broadway, New York 19, N.Y. 


Executive Secretary: L1tuian T. MAJALLY 
Executive Orrice: 1790 Broadway, New York 19, N.Y., Circle 5-8000, ext. 8 


=. 
* * * * 
6 


certai isorders of menstruati regpnancy 


TRULY EFFECTIVE PROGESTATIONAL THERAPY 


oral p rogestoge n Now, with small oral doses of this new and dis- 


tinctive progestogen, you can produce the 


we clinical effects of injected progesterone. In 
unexcelled potency amenorrheic women for example, “As little as. 
and 50 mg. of [NORLUTIN] administered in divided 
doses over a five-day period was sufficient to: 

unsurpassed efficacy induce withdrawal bleeding.”! 


CASE SUMMARY? 

Amenorrhea of 4 years’ duration in a 
24-year-old married woman. A course of 10 mg.. 
NORLUTIN twice daily for 5 days was followed 
after 3 days by menses lasting about 5 days.. 
Since no spontaneous menstruation occurred 
during the following 35 days, she was given 
another course of treatment with NORLUTIN,, 
10 mg. twice daily for 5 days. This was followed. 
by menses. 

When this patient was given ethisterone, 40 mg.. 
twice daily for 5 days, no bleeding had ensued 
when she was seen 41 days later. 

NDICATI LuTin: conditions involving. 
of such as primary and second- 
ary amenorrhea, menstrual irregularity, functional 
uterine bleeding, endocrine infertility, habitual abor- 
tion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 
pacwacinG: 5-mg. scored tablets (C. T. No. 882),. 
bottles of 
REFEREN< (1) Greenblatt, R. B.: J. Clin. Endocrinol.. : 


16:869, 1956. ) Hertz, R.; Waite, J. H., & Thomas, L. B.: 
Proc. Soc. Exper. Biol. & Med. 91:418, 1956. 


CAN 


‘Dy: PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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200 mg. (3 grains) 


Average Adult Dow... 1 or 2 tablets 


repeated in three or four hours as needed. 


marked potentiation of analgesia 


plus mild sedation 


antispasmodic action 

antipyretic action 

no constipation 

aneibiaita no interference with micturition 


ASIATIC INFLUENZA — A.P.C. with Demerol is indicated 
for highly effective symptomatic treatment of the severe 
headache, muscle aches, sore throat, fever, intestinal cramps, 
malaise and coryza characteristic of this disease. 


LABORATORIES | NEW YORK 18, N.Y. * WINDSOR, ONT. 


Demerol (brand of meperidine), trademark reg. U. S. Pat. Off. 


Supplied in bottles of 100 tablets. 


NARCOTIC BLANK REQUIRED 


| New Potentiated Pain Relief 

| Aspirio.................. 

| Each tablot Phenacetin.............................150 mg. (2% grains) 

30mg. ( % grain ) 

Demerol® hydrochloride....... 30 mg. ( ¥% grain ) 

| 

| 


— 


the female urethra 


newer knowledge of its structure and 


cytology provides a clearer understanding 


of its wmportant role in pelvic distress. 


Schematic construction of female urethra 
demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
pockets. Drainage is into the urethra through 
small openings along its length, and into 

the para-urethral (Skene’s) ducts. 


1 - Recent anatomic studies of the female urethra 
demonstrate a high susceptibility to infection. ; 


A changing concept—The female urethra “was formerly considered only to be a 
short, simple, straight tube which served solely to empty the bladder. Recent studies 
have changed our notions concerning this .... sections through the urethra and its 
surrounding tissues have shown numerous glands.’’! 
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Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and rectal discharges “from the period of diaper life to old age.”! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.’’” 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis “can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas.? In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 
lumbosacral] region or upper thighs. 


BACTERIAL URETHRITIS YIELDS QUICKLY TO 


FU RACIN® Urethral Suppositories 


brand of alts 
Insertion of these suppositories provides gentle dilation; the local anesthetic, 
diperodon, affords prompt and sustained relief of pain.* The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal action without tissue toxicity. Each suppository 
contains FURACIN 0.2% and 2% diperodon* HCl in a water-dispersible base. Her- 
metically sealed in silver foil, box of 12. 

oa, 


The Nitrofurans—a unique class of antimicrobials . .. Products of Eaton Research 
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2. exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*5 Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 
examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closely that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*5 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Suppositories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FURESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 


Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL"™Suppositories 


Provides estrogen to reverse the involutional changes of senile urethritis, plus the 
antibacterial, anesthetic and gently dilating action of the FURACIN Urethral Sup- 
pository. Each FURESTROL Suppository contains FURACIN 0.2%, diperodon* HCl 
2%, and diethylstilbestrol 0.0077% (0.1 mg.), in a water-dispersible base. Her- 


metically sealed in orchid foil, box of 12. 


REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 
women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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How to perk up a lagging appetite 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN 8,,) 


Cherry-flavored REDISOL Elixir and soluble Tablets of pure 
vitamin B,. stimulate capricious appetites—help youngsters 
gain weight. Both blend readily with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR JUNIOR MEMBERSHIP 


(Please check address to which the JournaL and AMWA correspondence are to be mailed.) 


Junior membership does not require payment of dues. 
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New 


liquid pediatric analgesic-antipyretic 


for children 
safer than aspirin, easier use 


for infants’ and children’s fever, discomfort of colds, minor aches and pains and following immunizations. 


LIQUIPRIN is a suspension of salicylamide—chemically and pharmacologically 
distinctive from aspirin and other salicylates. Clinically, its analgesic-antipyretic 
action is approximately the same as that of aspirin, but its therapeutic action 
does not depend on conversion to salicylate, salicylic acid or their metabolites. 


LIQUIPRIN offers these major advantages: 
1 safer than aspirin 
less gastric irritation 
helps calm the feverish, fretful child 
easier on the child with gastrointestinal upset 
more rapidly absorbed 
6 relieves minor aches and pains—reduces fever 


administration: Convenient liquid form, <4 added safety: LIQUIPRIN is supplied in 
pleasant taste and calibrated dropper make ; non-spill safety bottles. LIQUIPRIN is 
for easy accurate administration... directly safer than aspirin—and made safer still 
from dropper or mixed with fruit juice, for- because children cannot pour or drink 
mula or milk. Each ¥2 dropper contains 1% the medication from this new, exclusive 
gr. of salicylamide. safety container. 


dosage: ¥2 dropper for each year of age, not 


available: bottles of 50 ¢c., 1 gr. salicyl- 
to exceed 2 droppers (5 gr.). 


amide per cc. 


bettering baby care through specialized research 
* TRADEMARK FOR SALICYLAMIDE SUSPENSION, JOHNSON @ JOHNSON. 
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NEW 

CONTROLLED 
STUDY 1240 
GRAVIDA CONFIRMS: 


BONADOXIN STOPS MORNING SICKNESS 


(86.9%)* 


** . . Bonadoxin is a great advance in the management of 
nausea and vomiting... .’’* 


To put your blue-at-breakfast patients back in the pink, 
prescribe BONADOXIN (usually one tablet at bedtime). 


Supplied: bottles of 25 and 100 tiny pink-and-blue tablets. 
Each tablet combines meclizine (25 mg.) and pyridoxine 
(50 mg.). Contraindications: none. 


And if they need a nutritional buildup with freedom from 
leg cramps'—remember STORCAVITE®. 


STORCAVITE® supplies 10 essential vitamins and 7 
important minerals, including iron and phosphate-free calcium. 


tdue to calcium-phosphorus imbalance. 
*Goldsmith, J. W.: Minn. Med. 40:99 (Feb.) 1957. 
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for any child of any age in the vital first decade 


@Ca ¥ & tit y 
three convenient dosage forms of 10 significant vitamins for comprehensive protection 7 
is easy to specify because: 
one basic name to remember—‘Deca-’ 
one basic formulation 
one standard of comprehensive protection 


No refrigeration required » Special process assures stable B;2 in solution with C « Hypoallergenic 
Unbreakable plastic ‘Safti-Dropper’ supplied with Deca-Vi-Sol 


® 

Deca-Mulcine Deca-Vi-Caps¢ Deca-Vi-Sol 
Teaspoon dosage with Capsule dosage —smaill, Dropper dosage with new, 
delicious orange fiavor easy-to-swallow capsules improved taste: “Best taste yet” 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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she needs support, too... 
during pregnancy and throughout lactation 
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She balances her nutritional needs by adding to her diet NATABEC Kapseals prescribe 
by her physician. As @ dietary supplement, NATABEE provides vitamins and miner) 
nutritional support, helping to'promote better and future for the mother an 
her child. 


cach NATABEC Kapéetl contains: (vitamin K 

Calciumpeatbonate 800 meg. (as the*fiydrochloride) . 0.5m. 
Vitamin . 400 units Nicotinamide (niacinamide) . 10 me 
Vitamin B, (thiamine) mononitrate . .. mg. Vitamin B, (pyridoxine hydrochloride) 3 ms 
Vitamin By (riboflavin) 2mg. Vitamits © {ascorbic 50 me 
Vitamin B,, (crystalline) i . 2mcg. Vitam 4,000 wi 
Folic acid . . Img. 5 ms 


dosage 


As supple pregoancy and chout lean, one oF sore Kapseals Gaily, 
in bottles of 


PARKE, DAV'S & COMPANY 
DETROIT 32, MICRIGAN 
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relief in urinary tract infections 


AZO GANTRISIN 


ROCHE® 
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In addition to safety and effectiveness 
what more can you ask...? 


AZO GANTRISIN 


ensures rapid objective and subjective 


relief in urinary tract infections 


1. Azo Gantrisin embodies the objective values of Gantrisin 
... Wide antibacterial spectrum 


... Obviates the need for alkalies and fluids 


... effective plasma and urine levels 


2. And the subjective benefits of the azo-analgesic factor 
... relief of pain and its inhibiting effect on micturition 


Consider the use of Azo Gantrisin preventively as well. 


Dosage: Two tablets 4 times daily, or as directed. 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10. N. J. 


GANTRISIN®—BRAND OF SULFISOXAZOLE 
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Mary Marearet Frazer, M.D. 

76 W. Adams St., Detroit 26, Mich. 
History of Medicine 

Marcaret Noyes Kiernert, M.D. 

23 Bay State Rd., Boston 15, Mass. 
International 

Apa Curee Rew, M.D. 

118 Riverside Drive, New York 24, N.Y. 
Legislative 

ALMA JANE Speer, M.D. 

3232 Garfield St. N.W., Washington, D c. 
Library 

Rose V. MEeNENDIAN, M.D. 

6900 N. Western Ave., Chicago, Ill. 
Medical Education 

Mary K. Hetz, M.D. 

623 Walnut St., State College, Pa. 
Medical Service—American Women’s Hospitals 

Estuer P. Lovejoy, M.D. 

50 W. 50th St., New York 20, N.Y. 
Nominating 

Estuer C. MartinG, M.D. 

2314 Auburn Ave., Cincinnati, Ohio 


Opportunities 
Mary C. SHannon, M.D. 
28 Pleasant St., Worcester, Mass. 
Dorotny J. Lyons, M.D. 
1233 N. Vermont Ave., Los Angeles 27, Calif. 


Organization and Membership 
Jane Scuacrer, M.D. 
490 Post St., San Francisco, Calif. 


Publications 

EvizaBetH S. Waueu, M.D. 

348 Green Lane, Philadelphia 28, Pa. 
Public Health 

JEANNE M. Warp, M.D. 

1479 Centre St., Roslindale, Mass. 


Public Relations and Publicity 
Rosa Lee Nemir, M.D. 


303 E. 20th St., University Hospital, New York, 
N.Y. 


Scholarships 
ANTOINETTE Le Marouts, M.D. 
704 Medical Dental Bldg., 233 “A” St., 
San Diego, Calif. 
Woman’s Medical College of Pennsylvania 
CATHARINE Macrar.ane, M.D. 
701 Medical Arts Bldg., Philadelphia, Pa. 


Reference Committee A 

JosePHINE RENsHAW, M.D. 

1150 Connecticut Ave., Washington 6, D.C. 

SpeciAL COMMITTEES 

Midyear Meeting 

Anita Jounson McNEE Ly, M.D. 

910 N. Lake Shore Drive, Chicago 11, IIl. 
Woolley Memorial Committee 

THERESA SCANLAN, M.D. 

133 E. 58th St., New York, N.Y. 


STATE DIRECTORS 


California: M.D., 490 Post St., San Francisco. 

Colorado: Mivprev Doster, M.D., 1015 Colorado Blvd., Denver 6. 

Connecticut: Sopuie C. Trent, M.D., 236 W. Main St., Meriden. 

District of Columbia: Mary K. Sartwe tt, M.D., 6811 Riggs Rd., Hyattsville, Md. 
Idaho: Jane Doertnc Gumprecnt, M.D., 302 N. Fifth St., Coeur d’ Alene. 

Illinois: Rose V. Menenv1an, M.D., 2400 W. Morse Ave., Chicago. 

Indiana: CLEMENTINE FrankowskI, M.D., 1907 New York Ave., Whiting. 

lowa: Evetyn M. Anperson, M.D., 816 Equitable Bldg., Des Moines. 

Maryland: Exizasetu Acton, M.D., 700 Cathedral St., Baltimore 1. 

Mississippi: AGNes Burt Caraway, M.D., Mississippi State Board of Health, Jackson. 


New Hampshire and Vermont: Aucusta Foster Law, M.D., 16 South St., Milford, New Hamp- 


shire. 


New Mexico (Co-Directors): Evetyn F. Frisstr, 


Walter St., Albuquerque. 


Ohio (Co-Chairmen): Marjorie Grab, M.D., 


M.D., and Lucy McMurray, M.D., 200 N. 


1506 Chase Ave., Cincinnati. 


Jeanne E. Nircuats, M.D., 2205 Beechmont Ave., Cincinnati. 
Oregon: MartHa VaN ver Vuivct, M.D., John Day. 
Pennsylvania: Resecca M. Ruoaps, M.D., 416 Chichester Lane, Wynnewood. 
Utah: Camitta Anperson, M.D., 239 Virginia St., Salt Lake City. 
Virginia: LituiaN LinpeMANN, M.D., 4708 Carey St., Richmond. 
Washington: Bernice Sacus, M.D., 200 15th Ave., Seattle 2 
Western Massachusetts: Mary C. SHANNON, M.D., 28 Pleasant St., Worcester. 


West Virginia: Beatrice H. Kuun, M.D., 


1109 Quarrier St., Charleston. 


Wisconsin: Etstne Moore Tuomas, M.D., 200 E. Wells St., Milwaukee. 


| 
| 
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American Medical Women's Association, Inc. 
BRANCH OFFICERS, 1956-1957 


ONE, WASHINGTON, D.C. 
President: Shirley Martin, M.D., 1746 K St. N.W., 
Washington, D.C. 


Secretary: Vita R. Jaffee, M.D., 6301 W. Halbert Rd., 
Bethesda, Md. 


Membership Chairman: Paula Kaiser, M.D., 4015 Brad- 
ley Lane, Chevy Chase, Md. 
Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 
President: Rose V. Menendian, M.D., 2400 Morse Ave., 
Chicago 45. 
Secretary: Julia Apter, M.D., 7135 S. Jeffery, Chicago 
49 


Membership Chairman: Charlotte Kerr, M.D., 728 S. 
Ashland Ave., Chicago 7. 


Meetings held monthly. 


THREE, MARYLAND 
President: Pearl Huffman Scholz, M.D., 11 Blythe- 
wood Rd., Baltimore 10. 
Secretary: Frances H. Trimble, M.D., 6006 Chailes- 
mead Rd., Baltimore 12. 
Meetings held first Thursday of month. 


FOUR, NEW JERSEY 
President: Sylvia Becker, M.D., 299 Clinton Ave., 
Newark. 
Secretary: Betty Sobel, M.D., 396 N. Arlington Ave., 
East Orange. 


Membership Chairman: Ela Coughlan, M.D., 10 Oak- 
wood, Orange. 


FIVE, PORTLAND, OREGON 
President: Miriam Luten, M.D., 308 Taylor St. Bldg., 
(919 Taylor St.), Portland 5. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 
President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, lowa. 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa. 


EIGHT, NEW ORLEANS, LOUISIANA 
President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 


TEN, WISCONSIN 
President: Elaine Pedersen, M.D., 6040 W. Lisbon 
Ave., Milwaukee. 


Secretary-Treasurer: Mary Hall, M.D., 4042 N. Wil- 
son Drive, Milwaukee. 
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ELEVEN, SOUTHWESTERN OHIO 
President: Rae Hartman, M.D., 2002 Madison Rd., 
Cincinnati 8. 


Secretary: Emily E. Wright, M.D., 421 Burns Ave., 
Cincinnati 15. 


Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 
President: Shirley Armstrong, M.D., 1776 King Ave., 
Columbus 12. 


Secretary: Betsy Blackmore, M.D., 2625 Bethel Rd., 
Columbus 21. 


THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Elizabeth Conforth, M.D., 7901 Frost St., 
San Diego. 
Secretary: Virginia Caspe, M.D., 328 Maple St., San 
Diego. 
Meetings held every other month on third Wednesday. 


FOURTEEN, NEW YORK, NEW YORK 
President: Adelaide Romaine, M.D., 35 W. 9th St., 
New York 11. 


Secretary: Margaret S. Tenbrinck, M.D., 235 E. 22nd 
St., New York 10. 


Membership Chairman: Estelle DeVito, M.D., 301 E. 
21st St., New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: June Dvorak, M.D., 2235 Overlook Rd., 
Cleveland Heights 60. 


Secretary: Jane McCollough, M.D., 2576 Traymore, 
University Heights 18. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Virginia E. Washburn, M.D., 4403 Center 
Ave., Pittsburgh 13. 


Secretary: Pauline M. Holland, M.D., Woodville State 
Hospital, Woodville. 


EIGHTEEN, NEW YORK STATE 
oy Anna P. Walsh, M.D., 391 Jersey St., Buf- 
alo 4. 
Secretary: Harriet Hosmer, M.D., 333 Linwood Ave., 
Buffalo 9. 
Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 
President: Ada Dunner, M.D., Bankers Trust Building, 
Des Moines. 


Secretary: Mary Croker, M.D., Manchester. 
Meetings held each April, in conjunction with state 
medical meeting. 


(Continued on page 24) 
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Joyfully anticipating 


Natalins-PF 


prenatal phosphorus-free 
vitamin-mineral capsules, Mead Johnson 
generous calcium ... no phosphorus 


For the modern, pregnant woman, 
just 1 to 3 small, easy-to-swallow 
capsules daily—according to her 
individual need—provide generous 
amounts of iron, calcium and 
vitamins to help her meet the stress 
of pregnancy. 


For some patients, you may prefer 
to prescribe Natalins,® which contain 
both calcium and phosphorus. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


NAP467 
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Each delicious 5-cc. 
teaspoonful of VI-DAYLIN 
contains: 


Vitamin A.. ........ mg. (3000 units) 
20 meg. (800 units) 


= 
igs 
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then proces: 


bettering baby care through specialized research 


BABY 
POWDER 
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| selected platelets make a select powder 
«Only Johiigon’s Baby Po. 
. 
3 -Sking sotthes and hei. 
: 
9 
‘ 
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* 


password 
ACTIVE 
pregnancy 


PRENATAL CAPSULES LEDERLE 


NEW etter tolerated source of iron—ferrous fumarate—helps eliminate gastric upset. NEW non- 
inhibitory intrinsic factor assures greater B,, absorption to meet increased requirements. NEWmore 
comprehensive formulation includes phosphorus-free calcium, Vitamins K and B,, plus important 
minerals and trace elements. NEW Reminder Jar.. .she’ll keep it handy on the dining table...use 


it later for diaper pins or cotton. Your patients pay no more for the added benefits of FILIBON. 


Each capsule contains: 


4,000 U.S.P. Units 30 mg. 
400 U.S.P. Units en 5 mg. 
Thiamine Mononitrate (Bi) 3 mg. Fluorine 0.015 mg. 
Ascorbic Acid (C).............. mg. 0.15 mg. 
cin 1 mg. 0.085 mg, 


Dosage: One or more capsuies daily. Supplied: Attractive, re-usable botties of 100 capsules. 


t Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Trademark 
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American Medical Women's Association, Inc. 


BRANCH OFFICERS, 1956-1957—(Continued) 


TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 
President: Katheryn L. O'Connor, M.D., 14301 Grand 
River Ave., Detroit 27. 


Secretary: Dorothy D’Sena, M.D., 22470 Nona, West 
Dearborn. 
Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 


President: Juyne M. Tayson, M.D., 5414 N. Figueroa 
St., Los Angeles 12. 


Secretary: Ethel M. Hamilton, M.D., 5740 York Blvd., 
Los Angeles 42. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Ave., Hollywood. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, .M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Helen E. di Silvestro, M.D., 6362 Drexel 
Rd., Philadelphia 31. 


Secretary: Joan H. Buchanan, M.D., Watersmeet, 
Glen Mills. 

Membership Chairman: Lucy A. La Salvia, M.D., 
3001 W. Queen Lane, Philadelphia 29. 

Meetings held three times a year. 


TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 

President: Dorothy Jaeger-Lee, M.D., 3825 Wieuca 
Rd., N.E., Atlanta 5. 

Secretary: Marguerite Louisa Candler, M.D., 3092 
Argonne Drive, N.E., Atlanta 5. 

Membership Chairman: Edna Porth, M.D., 3130 Maple 
Drive, N.E., Atlanta 5. 

Meetings held third Saturday, alternate months. 


THIRTY, UPPER CALIFORNIA 
President: Mary C. Thompson, M.D., 450 Sutter St., 
San Francisco 8. 
Secretary: Joan Davidson, M.D., 2107 Van Ness Ave., 
San Francisco. 


THIRTY-ONE, MISSISS!PPI 
President: Eva L. Meloan, M.D., 964 N. State St., 
Jackson. 
Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 
Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 
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THIRTY-THREE, FLORIDA 
President: Mary C. Patras, M.D., 8340 N.E. Second 
Ave., Miami 38. 
Secretary: Minerva Gordon, M.D., 541 Lincoln Rd., 
Miami Beach. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 
President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 
President: Phyllis Leibly, M.D., 4530 Sist St., N.E., 
Seattle. 


Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 

President: Primitiva D. Demandante, M.D., 1322 Ava- 
lon Blvd., Wilmington. 

Secretary: Margaret Wright, M.D., 4562 Linden Ave., 
Long Beach. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Esther Silveus, M.D., 62 Bay State Rd., 
Boston. 

Secretary: Mary-Phyllis Wentworth, M.D., 501 Bea- 
con St., ton. 


Membership Chairman: Mary C. Shannon, M.D., 334 
Highland St., Worcester. 


FORTY, DALLAS, TEXAS 
President: Harriet Nora Rogers, M.D., Courthouse, 
Dallas. 


Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 


(Continued on page 26) 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 
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Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
Two-dimensional Us: Patent Ro 27260, 

Conjugated Estrogens (equine) ....................ccccccecsseeeeeeeeeeees 0.4 mg. 


Licensed under U. S. Patent No. 2,429,398. 
treatment 
DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 


Should be adjusted to individual requirements. 
Samples and literature on request. 


MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
Ww WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


4 
a 
| 3 


Anxiety, tension, and related 
symptoms exist in most gyneco- 
logic disturbances. 

Symptoms of premenstrual 
tension (irritability, nervousness, 
headaches) were completely re- 
lieved with ‘Miltown’ in 78% of 
patients, and substantially re- 
lieved in all others studied.! 

Patients with tension symp- 
toms during menstruation be- 
came symptom-free on ‘Miltown’ 
therapy.? 


and skeletal muscle and alleviates 4 e 
somatic symptoms of anxiety, | 
tension, and fear (usual dosage: © 
400 mg. q.i.d.).‘Miltown’ therapy 
is notably safe, even in preg- = 
nancy,* and does not impair men- 
tal or physical efficiency. o 


References: 

1. Pennington, V. M.: Meprobamate ( Miltown) 
in premenstrual tension. J.A.M.A. 164:638, 
June 8, 1957. 

2. Selling, L. S.: Clinical study of a new tran- 
quilizing drug: use of Miltown (2-methyl-2-n- 
propyl-1,3-propanediol dicarbamate). J.A.M.A. 
157:1594, April 30, 1955. 

3. Belafsky, H. A., Breslow, S. and Shangold, 
J. E.: Meprobamate in pregnancy. Obst. & 
Gynec. 9:703, June 1957. 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


CM-8794 


e : 
Psychic ¥# cycle 
Mis. 
= 
‘Miltown’ relaxes both mind 2 

4 

3 
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“... nauseated and vomiting every day, 


practically the whole day, from the 


beginning of this pregnancy...” 


On “‘Compazine’, 5 mg. q.i.d., this severe case of nausea 
and vomiting of pregnancy showed “almost immediate 
response.” She had no nausea or vomiting after starting 
‘Compazine’ therapy. 


Compazine 


for prompt control of nausea and vomiting of pregnancy 


Available: Tablets, Ampuls and Spansule® sustained release capsules. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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to prevent 


and/or control 


Dramamine’ 


Brand of Dimenhydrinate 


e¢1. Dramamine is effective 
in controlling postanes- 
thetic nausea and vomiting. 


2. The use of Dramamine 
as part of the preanesthetic 
medication is a valuable ad- 
junct to the art of medicine.99 


Millett, D. K., and Henry, 
M. O.: Prevention of Post- 
anesthetic Nausea with 
Dimenhydrinate (Drama- 
mine), Minnesota Med. 
34:1096 (Nov.) 1951. 


Dramamine Ampuls, serum type, 
250 mg. in each 5 cc. 


Wey 
SEARLE. 


Research in the Service of Medicine 
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American Medical 
Women’s Association, Inc. 
BRANCH OFFICERS, 1956-1957 
(Continued) 


FORTY-ONE, SOUTHEAST VIRGINIA 


President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 


President: Ethel FE. Erickson, M.D., 2044 Dryden Rd., 
Houston. 


Secretary: Marga H. Sinclair, M.D., 3707 Ingold, 
Houston. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 


President: Mary Mitchell Henry, M.D., 601 Medical 
Arts Bldg., San Antonio. 


Secretary: lone Huntington, M.D., 647 New Moore 
Bldg., San Antonio. 


Membership Chairman: Pearl Zink,, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 


President: Zdenka Hurianek, M.D., 4115 N. 10th, 
Phoenix. 


Secretary: Helen Davis, M.D., 3337 E. Mitchell Drive, 
San Antonio. 
FORTY-FIVE, TUCSON, ARIZONA 
President: Virginia C. Van Meter, M.D., Old Pueblo 
Club, Tucson. 
FORTY-SIX, UTAH 


President: Camilla Anderson, M.D., 239 Virginia St., 
Salt Lake City. 


FORTY-SEVEN, COLORADO 


President: Edna Stuver, M.D., 2501 Grape St., Den- 
ver. 


Secretary: Leda Janke, M.D., 1001 S. Broadway, Den- 
ver. 


FORTY-EIGHT, 
NORTHWEST INDIANA 


President: Eleanore A. Walters, M.D., 602 Broadway, 


Secretary: Ellen K. Cohen, M.D., Hebron. 
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for the first few days of life 


VI-PENTA #1 


provides K, E, and C, the vitamins 
needed particularly by prematures 
and newborns. 


for infants and young children 


VITAMI 


VI-PENTA #2 


provides vitamins A, D, C, and E, 
essential for normal development. 


for all ages 


VI-PENTA #3 


provides A, D, C, and 5 B-complex 
vitamins for the greater nutritional 
demands of the growing years. 


ROG 
THERAPY 


(RocHE] RocueE Lagoratories * Division of Hoffmann-La Roche Inc. + Nutley 10, N. J. 
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VI-PENTA 

MULTIVITARIN 
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Identical in content and taste to the 
long-established Vi-Penta® Drops. 


| 7 
VL-PE 
Al 
the 
4 
| 
| 


JUNIOR BRANCH OFFICERS, 1956-1957 


University or ALABAMA 
President: Maude Dieseker, 800 S. 20th St., 
Birmingham. 
Secretary: Betty Jean McBride, 800 S. 20th St., 
Birmingham. 


Sponsor: Evelyn L. Stansell, M.D., 314 N. 15th 
St., Bessemer. 


UNIVERSITY OF ARKANSAS 


President: Ellidee Dotson, 125 Johnson St., 
Little Rock. 


Secretary: Daisilee H. Berry, 5506, W. Mark- 
ham, Little Rock. 


Sponsor: Eva Dodge, M.D., University of Ark- 
ansas Medical Center, Little Rock. 


Baytor UNIVERSITY 


President: Elizabeth Muchmore, 1903 Ports- 
mouth, Houston, Texas. 

Secretary: Betsy Comstock, Baylor University 
College of Medicine, Houston, Texas. 


Sponsor: Ruth Hartgraves, M.D., 1208 The 
Medical Towers, Houston 25, Texas. 


Estuer C. MartinG Junior Brancn, 
CINcINNATI, 


President: Cornelia Dettmer, 2291 Werk Rd. 


Secretary: Virginia Beamer, 351 Erkendrecher 
“Ave. 


Sponsor: Esther C. Marting, M.D., 2314 Au- 
burn Ave. 


Mepicat CoLLece or GEorGIA 
President: Nelle Strozier, Medical College of 
Georgia, University Place, Augusta. 
Secretary: Sara L. Goolsby, Medical College of 
Georgia, University Place, Augusta. 
Sponsor: B. Shannon Gallaher, M.D., Medical 
College of Georgia, University Place, Au- 
gusta. 


HAHNEMANN MepiIcaL 


President: Audrey Krauss, 300 S. Camas St., 
Philadelphia. 


Secretary: Mary Rorro, Hahnemann Medical 
College, Philadelphia. 


Sponsor: Elizabeth B. Brown, M.D., 1930 
Chestnut St., Philadelphia. 
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Howarp UNIVERSITY 
President: Sara Ewell, Wheatley Hall, Howard 
University, Washington, D.C. 
Secretary: Z. Ozella Thompson, 5345 Bell 
Place, Washington 1, D.C. 


NorrHWESTERN UNIVERSITY 
President: Marianne Whowell, 2118 N. Sedg- 
wick, Chicago. 
Secretary: Frances Taylor, 1160 N. State St., 
Chicago. 
Sponsor: Beulah Cushman, M.D., 25 E. Wash- 
ington, Chicago. 


FLORENCE SABIN JUNIOR BRANCH, 
University or CoLorapo 
President: Marcia Frances Currey, 4200 Ninth 

Ave., Denver. 


Secretary: Olga Letitia Miskowiec, 4200 Ninth 
Ave., Denver. 


Sponsor: Gertrud Weiss, M.D., 4200 E. Ninth 
Ave., Denver 20. : 


University oF Uran 
President: Frances R. Beier, 3396 East 3900 
South, Salt Lake City. 


Secretary: Mary Gehres, 233 Douglas St., Salt 
Lake City. 


Sponsor: Camilla Anderson, M.D., 239 Virginia 
St., Salt Lake City. 


GrorGe WASHINGTON UNIVERSITY 
President: Roberte Raymond, 2010 Kalorama 
Rd. N.W., Washington, D.C. 


Secretary: Diane Perrine, 2010 Kalorama Rd. 
N.W., Washington, D.C. 


Sponsor: Elizabeth S. Kahler, M.D., 3828 Ful- 
ton St. N.W., Washington, D.C. 


UNIVERSITY OF NEBRASKA 
President: Gretchen Glode, Immanuel Hos- 
pital, 34th and Forbes, Omaha. 


Secretary: Marilyn Myers, 3220 Lafayette, 
Omaha. 


Sponsor: Mary Jo Henn, M.D., University of 
Nebraska, College of Medicine, 42nd and 
Dewey Ave., Omaha. 


NEBRASKA—CREIGHTON 


President: Corinne Farrell, 4016 Izard St., 
Omaha. 


Secretary: Barbara Kenyon, 4016 Izard St., 
Omaha. 
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OVER 


prednisolone alone (or other 
corticoids) 


OVER 
corticoid-salicylate combinations 


original 


HARD 


OVER 


other corticoid-tranquilizer com- 
binations 


Emotional 
Stabilization 


..- ATARAXOID includes control 
of fear, anxiety 


ATARAXOID includes control 
of fear, anxiety 


... only ATARAXOID provides the 
unique, specific, consistently 
effective tranquilizer, ATARAX 


Clinical 
Control 


... tranquilization enhances 
prednisolone effect for superior 
improvement 


... tranquilization eases muscle 
tension (relieving aching and 
stiffness) precludes anxiety- 
induced flare-ups 


... enhanced corticoid control 
frequently superior 


... tranquilizer enhancing effect 
is more consistent 


...eStablished by outstanding 
results in 94% of 919 cases* 


Dosage 
Levels 


...corticoid requirements are 
frequently reduced by 25-50% 


... corticoid maintenance levels 
compare favorably; often lower 


... tranquilizer dosage levels 
are the lowest 


... more consistent tranquiliza- 
tion often permits lower corti- . 
coid dosage : 


Toleration 


...corticoid side effects are 
significantly reduced or elimi- 
nated 


...o salicylate side effects 


...feduced corticoid side effects 
compare favorably 


... tranquilizer control is the 
safest —and free of mental 
“fogging” 


... feduction of corticoid com- 
plications more consistent 


Patient 
Management 


available as: 


... tranquilization greatly facili- 
tates cooperation 


Ataraxold 5.7 


scored green tablets, 5.0 mg. pred- 
nisolone and 10 mg. hydroxyzine 
hydrochloride; bottles of 30 and 100 


... tranquilization greatly facili- 
tates cooperation 


Ataraxold 25 

scored biue tablets, 2.5 mg. pred- 
nisolone and 10 mg. hydroxyzine 
hydrochioride; bottles of 30 and 100 


for greater flexibility of dosage 


Rtaraxoid 7.0 


... More consistent, uncompli- 
cated tranquilization means 
better cooperation 


scored orchid tablets, 1.0 mg, pratem 
nisolone and 10 mg. hydroxyzineme 
hydrochloride; bottles of 100 


Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


* Individual Case Reports, Chas. Pfizer & Co., Inc. 
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as the vaginal menstrual guard of choice... 


ut also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies— REGULAR, SuPER, JuNioR— 
for varying requirements. 


Made of pure surgical absorbent cotton — readily 
available and economical. 


COMFORTABLE * CONVENIENT * SAFE 


| INCORPORATED «+ PALMER, MASS. 
30 


: NGF / 
{3 not only for protection 


DEAR DOCTOR: 


Here’s why no other 
kind of laxative 
is gentler, yet so fast acting 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus 
exerting a soft, gentle pressure initiating the 
proper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to 
stimulate intestinal overactivity—the condi- 
tion that often causes griping and cramping. 


SAL HEPATICA is fast acting 


Sa HEpArTIcaA gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- 
ally within the hour. 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. 


Sat Hepatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


~ 
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A GENTLE, 


Antacid Laxative j 


EFFERVESCENT SALINE 


MYERS CO 
YORK Ny. 


APERIENT 


stomach.’ 


SAL HEPATICA has a sound pharmacologic basis. 
It is both effervescent and antacid. 


“The emptying time of the stomach is actually shortened by 
reducing the gastric acidity.” 


“Effervescent mixtures decrease the emptying time of the 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235: 80 (July 18) 1946. 


Bristol-Myers Co. + 19 West 50 Street * New York 20, N. Y. 
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Dosage should be tailored 
to the patient’s tolerance. 
In peptic ulcer, the aver- 
age adult dose ranges from 
100 to 250 mg. three or four 
times daily. 
‘Elorine Chloride’ is now 
in Pp of 50 
and 100 mg. 


Twin benefits in peptic ulcer therapy 


CHLORIDE 


(Tricyclamol Chloride, Lilly) 
Reduces gastric acidity and gastro- 
intestinal motility 


‘Elorine Chloride’ effectively decreases gastric secretion 
and reduces motility of the gastro-intestinal tract (but not 
of the esophagus). Thus, it is especially valuable in peptic 
ulcer therapy. In one phase of a comprehensive study! of 
anticholinergic agents, ‘Elorine Sulfate’* was shown to 
reduce gastric acidity to pH 4.5 or higher in all sixteen 
patients. This reduction was maintained from thirty to 
more than 270 minutes, and in nine of the sixteen patients 
it lasted longer than three hours. 


1. Sun, D. C. H., and Shay, H.: A.M.A. Arch. Int. Med., 97:442, 1956. 
*Elorine Sulfate’ (Tricyclamol Sulfate, Lilly) 


LILLY AND COMPANY -« INDIANAPOLIS 6, INDIANA, U.S.A. 
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Rheumatic Fever: 


Progress in the Last Twenty Years 


Carolyn Moore McCue, M.D. 


No PERIOp OF MEDICAL HIsTORY has such a 
record of progress as the last two decades. 
Research has led to better understanding of 
the causes of many diseases, and this in turn 
has been very helpful from a diagnostic and 
therapeutic standpoint. The advent of the 
antibiotic drugs has drastically changed the 
mortality statistics in innumerable diseases and 
their complications. They have in turn made 
necessary more complete understanding of 
bacterial and other agents causing diseases, so 
that each could be more specifically treated. 

As we feel sure that this era of progress has 
just begun, we look back over the last 20 years 
with some satisfaction but still with much 
caution in the realm of rheumatic fever. In a 
disease with such a serious morbidity and mor- 
tality rate, particularly in the childhood age 
group, and with a natural tendency to recur, 
a long period of observation is necessary be- 
fore any conclusions can be drawn. The Met- 
ropolitan Life Insurance Company statistics 
are very encouraging. Between the period of 


Dr. McCue is Assistant Professor of 
Pediatrics at the Medical College of Vir- 
ginia, Richmond, and Clinical Director 
of the Richmond Rheumatic Fever and 
Congenital Heart Clinics and Program. 
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1941 through 1945 and 1951 through 1955 the 
death rate from rheumatic fever fell about 
three-fifths among white persons aged 5 to 24 
years with industrial policies.1 This the Com- 
pany felt reflected a lessened incidence of the 
disease and an improved survivorship. 

In 1948 Ash? reported on a 15 to 20 year 
follow-up study, and found that during the 
20 year period approximately 50 per cent had 
died. Bland and Jones* also emphasized the 
serious outlook. Of 1,000 patients, 202 died 
within 10 years and 301 died within 20 years; 
of those who lived, 3 out of 4 had no limi- 
tations. Of two-thirds with rheumatic heart 
disease at the end of the initial illness, 16 per 
cent had no signs of it 20 years later. In re- 
evaluating the one-third without heart disease 
at the onset, 44 per cent had valvular disease 
20 years later. Of those with very large hearts 
or failure, 80 per cent were dead in 20 years. 

Any improvement that can be made in the 
mortality rate would affect a great many peo- 
ple in our population. It has been estimated 
that rheumatic fever develops in 200,000 to 
250,000 persons in the general population of 
the United States yearly.* The extensive fig- 
ures of Collins and co-workers® show a rate 
of 4.56 per 1,000 population. Denny and 
others* showed that it occurred as an average 
in 7,300 cases yearly in the armed forces be- 
tween 1942 and 1948. Each case cost the Army 
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approximately $16,000. The total waste in the 
general population in morbidity and mortality 
as well as economically equals a figure that 
could hardly be estimated. 


Clinical descriptions of rheumatic fever 
were clearly set forth during the last century. 
Cheadle,® in a lecture in London in 1888, gave 
a classic description of the disease. In 1904 
Aschoff’ described lesions in the myocardium, 
which bear his name. In 1903 Schottmiiller * 
described his blood-agar technique for sep- 
arating hemolytic and nonhemolytic strepto- 
cocci. Swift® was one of the early investigators 
in this country to show interest in rheumatic 
fever and particularly its relation to the strep- 
tococci. He stated that “the ubiquity of the 
streptococci” is one of the real problems of 
rheumatic fever. 


ETIOLOGY 


In 1931 Coburn’? shawed that the hemo- 
lytic streptococci were probably the unique 
cause of the infections followed by rheumatic 
fever. Streptococcal typing was a subject of 
great interest in the 1930's. In a detailed study 
published in 1937 by Pauli and Coburn," the 
authors stated that type 13 Streptococcus was 
the most serious factor in a rheumatic fever 
outbreak in New York. They also showed that 
the antistreptolysin titer consistently rose af- 
ter such infections.’ For some years the fac- 
tors of crowding, dampness, and general pov- 
erty had been thought to be related to the 
etiology of rheumatic fever, but it is now well 
accepted that they are related only in so far 
as streptococcal infections are more prevalent 
in this group. 

Extensive research on the biochemical na- 
ture and extracellular products of the strep- 
tococcal organism has failed to disclose the 
exact mechanism of production of rheumatic 
disease. In addition to the streptococci there 
must be an individual immunological hyper- 
reactivity that makes about 3 per cent of the 
population susceptible to rheumatic fever. The 
rest do not develop it even though they are 
infected with beta hemolytic streptococci of 
group A serotype. McCarty’® has shown 
clearly that there is a higher incidence of 
rheumatic fever in those with a high anti- 
streptolysin titer, and this concept has become 
useful as a diagnostic test. It also has been 
shown that adequate and early doses of pen- 
icillin can prevent this rise in antistreptolysin 
titer and at the same time practically com- 


pletely prevent the development of rheumatic 
fever.® Clinical descriptions of streptococcal 
disease in various age groups have made it 
much easier to diagnose.’* In addition to the 
clinical evidence; these diagnoses can be con- 
firmed by elevated white blood cell counts, 
antistreptolysin titers, and throat cultures. It 
has been estimated that approximately 5 per 
cent of respiratory infections in children from 
2 to 10 years of age are caused by hemolytic 
streptococci. 

The relationship of heredity to etiological 
aspects has been strongly emphasized by Wil- 
son and Schweitzer.'® They studied a total of 
468 siblings of patients with rheumatic fever 
for more than three years and found that 48 
per cent developed the disease. Most investi- 
gators feel that there is some hereditary ele- 
ment probably related to the hyperimmune 
response; however, since these patients have 
the same environments as their parents and an 
increased association with the streptococci, 
these two factors may be very important also. 


Attempts to reproduce rheumatic fever in 
laboratory animals have failed. It is true that 
investigators are able to make nodules re- 
sembling Aschoff bodies in hypersensitized 
rabbits, but they cannot reproduce rheumatic 
fever in its clinical aspects or in its valvular 
damage. The fact that vascular lesions in the 
heart of patients dying with acute rheumatic 
fever look like those of patients with an Arthus 
or Schwartzman phenomenon lends support to 
the hypersensitivity theory. 


EPIDEMIOLOGY 


The natural history of rheumatic fever has 
been extensively studied by Paul,’® whose re- 
sults were published in 1941. His work and 
that of others have contributed greatly to our 
understanding of the disease and have shown 
that children with this disease often are in the 
poor income group. Rheumatic fever was 
found to be eight times more prevalent in chil- 
dren from a slum area than in those from a 
good residential section. In this study and in 
many others, the incidence of rheumatic fever 
was highest in the mid-childhood years. It is 
interesting to note that the highest incidence 
occurred during the period of very active 
growth. Cohn and Lingg*’ made extensive 
studies in 1943, analyzing more than 3,000 cases 
of rheumatic heart disease in regard to the na- 
ture, the tendency to recur, and the prognosis. 
The greatest tendency for the disease to recur 
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was in the first five years after the initial attack, 
with a decreasing tendency thereafter. It was 
also more prone to recur before puberty than 
after it. Other studies from various parts of the 
world showed that the combination of rheu- 
matic fever and heart disease was prevalent 
also in the South, the Far West, England, and 
in Canada and that it did not vary greatly in 
its manifestations and course from that de- 
scribed in New England. 


DIAGNOSIS 


The diagnosis of rheumatic fever on clinical 
grounds alone leads to much confusion. Since 
there is no single diagnostic test, clinicians are 
frequently confused, when carditis does not 
occur, by the many similar diseases relating 
particularly to the joints. In 1944 Jones*® pub- 
lished a study on diagnostic criteria, which 
was later revised and which is used as a guide 
throughout this country, with major and minor 
manifestations clearly enumerated. Without at 
least one major criterion present in the patient 
the diagnosis should not be made. These cri- 
teria are: carditis, polyarthritis, chorea, sub- 
cutaneous nodules, or erythema marginatum. 

Some workers have felt that chorea was not 
always related to true rheumatic fever and to 
infection with streptococci of group A. Recent 
work by Taranta and Stollerman’® has indi- 
cated a relationship, even though there was 
a longer lag period between the streptococcal 
infection and the chorea than with the other 
types. 

While the laboratory aids in the diagnosis 
of rheumatic fever are not specific, more use- 
ful ones are being devised. The test that has 
received the most attention recently is the 
C-reactive protein, which tests a specific sub- 
stance present in certain diseases but not pres- 
ent in normal healthy subjects. It is serological- 
ly distinct from the normal proteins of serum, 
and it is therefore possible to use specific anti- 
serum as a reagent for detecting its presence 
in the patient’s serum. It was discovered first 
in pneumonia and other acute disease states 
and is not at all specific for rheumatic fever. 
Its absence, however, is excellent evidence that 
acute rheumatic fever does not exist. Other 
acute phase reactions may be tested such as 
the serum mucoproteins or the hyaluronidase 
inhibitor, but they are less generally available. 

The time-honored method of checking a 
white blood cell count and sedimentation rate 
is useful, but, again, these are not specific. The 
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sedimentation rate in general is slower to fall 
to normal than the C-reactive protein. 

Streptococcal testing is useful in diagnosis, 
particularly if positive throat cultures for beta 
hemolytic streptococci of group A can be ob- 
tained. An increase in the antistreptolysin titer 
over 250 is useful in giving information that a 
recent streptococcal infection has occurred. 
This, however, occurs after streptococcal in- 
fections in many normal persons who do not 
develop rheumatic disease. 

Great interest has been shown in detailed 
studies of electrocardiograms. The most com- 
mon abnormality is a prolongation of the PR 
interval. When severe myocardial damage oc- 
curs, changes in the T waves are frequent. 
Pericarditis may also be evident in changes in 
T waves and QRS complexes. Taran and 
Szilagyi *° have been greatly interested in the 
QT interval in cases of acute carditis. 

Roentgenograms or fluoroscopic examina- 
tions of the heart for changes in size and con- 
tour have been recognized for years as useful 
procedures, depending upon the stage of the 
disease and the valvular or myocardial in- 
volvement. Such tests are particularly helpful 
in showing progressive enlargement or im- 
provement. The large left auricle character- 
istically present with mitral stenosis is a very 
helpful sign. Occasionally calcification of an 
aortic or mitral valve can be identified on 
roentgenograms. 

A skin test with a 5 per cent ointment of 
the tetrahydrofurfuryl ester of nicotine acid 
(Trafuril) was given to over 1,200 subjects and 
found useful in acute rheumatic states also.”! 
A normal subject will have an erythematous 
area when the ointment is rubbed on the skin, 
whereas a patient with acute rheumatic disease 
rather consistently has no reaction. Further 
studies with this ointment are in progress, and 
it will be interesting to follow its more ex- 
tended use. The mechanism of its action is 
not entirely clear. , 


THERAPY 


The strides that have been made in other 
phases of this disease are reflected in the im- 
proved treatment. Prevention is obviously the 
aim. Recognition of the streptococcal disease 
in various age groups has helped immeasurably 
in that early and prompt treatment with peni- 
cillin could be given. It has been shown that 
rheumatic disease will not occur if patients are 
treated early and adequately with penicillin 


J 
{ 


366 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


for streptococcal illnesses whereas it will oc- 
cur, particularly in Army groups, in a small 
percentage of control cases.* Educational pro- 
grams are in process so that all physicians 
throughout the country will realize the im- 
portance of penicillin in this early stage and 
use it adequately. It is fortunate that no strains 
of hemolytic streptococci of group A resistant 
to penicillin have so far emerged. It is only 
unfortunate that all cases of streptococcal in- 
fection are not clinically manifested so that 
they could be recognized early. _ 

The general measures of therapy for treat- 
ment of the disease have not essentially 
changed. Bed rest is still recommended for at 
least a three month period, although perhaps 
its benefits have been too strongly emphasized 
by Ash and others in their statistical reports.” 
The value of salicylates seems to be primarily 
one of suppression of fever and some exuda- 
tive manifestations rather than actual amel- 
ioration of the disease process. Diets of these 
patients have been studied extensively also. 
Coburn”? has even suggested that perhaps an 
absence of egg in the poorer groups may have 
some relationship to the etiological factors. 

The major advance in the last 10 years was 
first tried by Hench and co-workers in 1949.** 
Since that time, steroid therapy of rheumatic 
fever has received a great deal of attention. 
Cortisone, prednisone, ACTH, and related 
drugs have been used in varying dosage 
regimens and for various periods of time, often 
with dramatic results initially. The real ques- 
tion was whether they would diminish the 
residual heart damage and alter the long-term 
picture of rheumatic heart disease. To answer 
this question a co-operative group*™* from Eng- 
land, Canada, and the United States studied 
a thousand patients on relatively small dosage 
schedules. When this was reported in 1955 the 
authors did not feel that a significant difference 
could be established between ACTH, corti- 
sone, and asvirin. Roy and Massell*® and Mark- 
owitz and Kuttner,”* using much larger dos- 
ages, have been far more optimistic as to the 
value of cortisone over a long-term period, 
particularly if the drugs can be administered 
very early in the course of the disease and 
given in large dosage regimens for a rather 
prolonged period. They felt that the morbidity 
and mortality were strikingly lowered, and a 
recent study made in Virginia *” has confirmed 
the same impression. In addition, the drug 
seemed to be life-saving in some cases where 
all other methods of therapy had failed. 


Clearly, steroids bring complications, are prone 
to produce rebound phenomena, and must be 
used with great caution; but, certainly, they 
are serving a useful purpose in the therapeutic 
armamentarium. 

Since all patients with acute rheumatic fever 
experience a streptococcal infection, whether 
recognized or not, they should receive a large- 
dose course of penicillin to totally eradicate 
these organisms and their by-products. Ade- 
quate dosage schedules have been clearly out- 
lined by Rammelkamp and his group as well 
as by others, and routine dosage schedules for 
at least a 10 day period have been set up by 
the American Heart Association. Unquestion- 
ably this is an important part of therapy. 

Once the streptococci have been eliminated, 
they must be kept away from an individual 
known to be sensitive, if possible, for the rest 
of the individual’s life. The natural tendency 
of rheumatic fever to recur has been well 
known, and before the advent of sulfonamides 
and penicillin the rate of recurrence of second 
or more attacks of rheumatic fever was in the 
neighborhood of 60 per cent.** 


No single advance has probably meant more 
to patients with rheumatic fever than the work 
of Coburn and Thomas. Both investigators 
worked with streptococci and felt that they 
were related to rheumatic disease. In 1939 
Thomas and France*® reported on 30 patients 
receiving a sulfonamide, who had been fol- 
lowed for two winters with no recurrences 
in contrast to 30 controls who had five major 
recurrences in the same period. Coburn and 
Moore * in 1940 reported on a three year 
study of 184 children. In this group the ex- 
pected recurrence rate of 35 per cent had 
been reduced to 1 per cent. This information 
was rapidly disseminated, and thousands of 
children have been studied on various pro- 
phylactic programs. It has been clearly demon- 
strated that 0.5 Gm. of a sulfonamide twice 
daily and regularly administered will cut the 
recurrence rate to about 2 to 3 per cent; how- 
ever, sulfonamides are only bacteriostatic. 

Penicillin is bactericidal, but oral penicil- 
lin was expensive as a method of prophylaxis 
for many years. Its reduction in cost has made 
it more available, and now it is widely used 
in the dosage regimen of 200,000 units twice 
daily for rheumatic prophylaxis. On such a 
program the recurrence rate will be approxi- 
mately 1 per cent.*! For patients who cannot 
be relied upon to take an oral medicament, 
injectable long-lasting benzathene penicillin G 


J.A.M.W.A.—Vot. 12, No. 11 


| 
| 

| 
| 
| 


RHEUMATIC FEVER PROGRESS 367 


is available for intramuscular injection every 
28 days. Numerous studies have shown that 
it gives almost complete protection against 
beta hemolytic streptococcal infections of 
group A when given on such a schedule.*** 
The inherent problems of intramuscular in- 
jections during a long period of time plus the 
moderate pain of the injection itself must be 
weighed against the natural tendency of chil- 
dren and parents to forget oral medicaments. 

Subacute bacterial endocarditis was reported 
by Bland and Jones* to have caused about 10 
per cent of the deaths in their series. Until the 
advent of antibiotics, no known method of 
therapy was effective once such a blood 
stream infection had occurred. Improvement 
in the prognosis has paralleled the development 
of the antibiotic drugs and the development 
of further culture techniques. The sensitivities 
of the offending organism to various drugs 
can be determined in the laboratory and 
the patient can be treated accordingly. But 
even with the best facilities, the recovery rate 
is in the neighborhood of 70 per cent once the 
disease has occurred. Again, prophylaxis is by 
far the best method of therapy. The fact that 
it tends to occur after dental extractions, ton- 
sillectomy, or other types of surgery has made 
physicians and surgeons aware that antibiotic 
therapy in large dosage regimens before, dur- 
ing, and after such surgical procedures can pre- 
vent this disease. Swift in 1946 hailed penicillin 
as the miracle drug to prevent subacute bacteri- 
al endocarditis in cases of heart disease prior to 
and after surgery. In 1950 the American Coun- 
cil on Rheumatic Fever put out a statement 
calling the attention of all doctors and dentists 
to the necessity for so doing. 

Not the least of the advances in the last 20 
years has been the surgical approach to rheu- 
matic heart disease. In 1922 the first patient 
with mitral stenosis was successfully operated 
upon,* but it was not until 1948, when Hark- 
en and co-workers,** Bailey and co-workers,*° 
Smithy, and others developed more successful 
techniques for enlarging a stenosed mitral valve, 
that this type of procedure received much 
attention. Harken and Ellis deserve credit for 
evaluation of the risk by stages. Detailed anal- 
ysis preoperatively by cardiac catheterization 
techniques has made possible a better selec- 
tion of cases. In experienced hands the mor- 
tality rate is now in the neighborhood of about 
5 per cent, and at least two thirds of the pa- 
tients operated upon are receiving definite ben- 
efit when surgery is indicated. Surgery for 
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mitral insufficiency is much less well devel- 
oped but it is receiving attention. Research on 
the aortic valve by Hufnagel and co-workers*’ 
has resulted in an ingenious plastic device that 
has been helpful in selected cases. 

Unquestionably, the improved prognosis in 
rheumatic fever has been related to the im- 
proved general facilities for management. Con- 
valescent homes where indigent children may 
be cared for for prolonged periods without 
regard to financial cost have made a great dif- 
ference in the child’s recovery from the initial 
infection. Convalescent facilities with adequate 
medical care have been supplemented by 
teachers, psychologists, social workers, and 
dietitians so that the patients may improve in 
every respect and, if possible, be sent home 
to an improved environment. Rehabilitation 
programs are available in many states for fur- 
ther training in suitable occupations when 
serious handicaps exist. 


SUMMARY AND CONCLUSIONS 


While all the goals of rheumatic fever 
therapy have not been recognized, since that 
would mean a total eradication of the beta 
hemolytic streptococci of group A, many ad- 
vances are evident. It is our present goal to see 
that there is early recognition of the strepto- 
cocci so that as many patients as possible can 
be treated before rheumatic disease occurs. 
If it does occur, we concentrate on early rec- 
ognition of the rheumatic fever so that hospital 
care and the necessary drugs may be adminis- 
tered as soon as possible to minimize residual 
heart damage. Meanwhile, we hope to learn 
even more about the nature of the disease, more 
adequate methods of diagnosis, more rapid 
medical methods of treatment, and more suc- 
cessful surgical approaches to late valvular 
disease. Improvement of the general economic 
and social standard of the mass of people who 
are susceptible also should be of help in early 
prevention and fewer recurrences. A better 
education of both the patient and physicians, 
particularly in regard to recognition of the 
streptococci, prevention of recurrences, and 
prevention of bacterial endocarditis, is a chal- 
lenge to all those who would like to see a fur- 
ther improvement in the years to come. 
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Psychiatric Approach in Educational 
Therapy with Emotionally Disturbed Children 


Hertha Riese, M.D., F.A.P.A. 


CHILDHOOD DELINQUENCY has become an in- 
creasing concern of our present-day civiliza- 
tion. Neither its causes nor its remedies have 
been explored sufficiently to warrant optimism 
as to its relief. 

Re-education cannot readily reach these dis- 
turbed children, because conformity, an in- 
tegral part of re-education, can be obtained 
only when emotional readiness to respond has 
been developed. Also, this system does not take 
into account these children’s sense of isolation 
from our total culture. Punitive methods are 
bound to even greater failure, for the child is 
penalized for something he cannot help—sig- 
nificant shortcomings in his upbringing, in par- 
ticular, severe neglect of his early needs. 

From the psychiatric point of view these 
delinquent children so far have been consid- 
ered untreatable. They do not relate well ini- 
tially and do not communicate verbally, and 
their parents are neither available for regular 
contacts nor readily responsive to contacts; 
however, unless an attempt is made to rehabili- 
tate today’s disturbed children, the parents of 
tomorrow, each new generation will inherit 
and spread the ills of the past. 

A new approach to the problem of severely 
neglected and disturbed children, whose clam- 
ors, under the shape of hostile aggressiveness, 
represent grave community disturbances, is 
educational therapy, which was conceived 
while this author was a worker at the juvenile 
court. The Educational Therapy Center was 
founded in 1943, originally as a private agency. 
In 1948 it became affiliated with the Virginia 
State Department of Mental Hygiene and 
Hospitals. It is financed under the Mental 
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Health Act, deriving one third of its budget 
from the U. S. Public Health Department, 
one-third from the Virginia State Department 
of Mental Hygiene and Hospitals, and one- 
third from the community. Since 1953 the city 
of Richmond has provided over one-third 
(community share), supplemented by funds 
from the Citizen’s Board, which originally pre- 
sided at the Center’s birth. 


BACKGROUND AND PROBLEMS OF THE CHILDREN 


The basic problems of the majority of our 
children are neglect through death, desertion, 
socioeconomic deprivation, illegitimacy, and 
rejection by the parents. Any worker in the 
field of child delinquency can predict the pos- 
sible consequences of a home situation where 
the parents are exhausted, despondent, irri- 
table, and hostile from the frustrations of life, 
and where these attitudes are handed down 
from generation to generation. 

Many of the children’s parents are children 
themselves. These “parents” have been indulg- 
ing in sex play since their fourth year with any 
other child available. We therefore understand 
why so many fathers of our wards are absent. 
These “fathers” did not mean to impregnate 
anyone—they only knew that a sex relation- 
ship was something that lost its terror when 
one did it oneself; that it was something 
“wrong” or “bad” that people did anyway; 
that it was something that alleviated boredom; 
and that it was, like all pleasures, forbidden. 
It was indulged in particularly because “others 
took privileges.” When the girl becomes preg- 
nant, neither the child-father nor the child- 
mother is ready for or accepting of the coming 
baby. Ambivalently, the grandparents take 
over, their ambivalence being due to their own 
memories of the past, which they would like 
to forget, and for economic reasons. 

Deprivation is total: economic, emotional, 
educational, and social. 

Some of the children whose mothers are 
prostitutes have had no early contact with ma- 
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terial things other than the four walls of the 
mother’s “business” place and her cot. With 
nothing to touch and manipulate, self-aware- 
ness is extremely slow in developing. When 
there are many children who have to share 
their mother’s attention and vie with her anx- 
iety about her unpredictable occupation, the 
contacts with the mother may be few, unpre- 
dictable, and unrewarding. Providing food for 
the child may necessitate her neglecting him, 
and, if social assistance is available, she may 
deal with it as poorly as with other sources of 
income. The child’s self-awareness develops 
extremely slowly not only because of the ma- 
terial lack but also through lack of the moth- 
er’s fond manipulation of his growing body. 
Scarcely ever will a leisurely hand retrace the 
child’s outlines caressingly in admiration of 
and gratitude for his creation. These children 
will miss the first tactile communication be- 
tween mother and child and fail to find out 
that their stirrings can elicit responses and so- 
licit pleasurable reactions. They will miss 
equally the mother’s encouraging looks, voicc, 
tuning and phrasing of sentences, and naming 
of things; they also will miss her pointing to- 
ward the expectancies of the immediate and 
increasingly widening future and her provid- 
ing of its safe and promising answers. Never 
will they become acquainted with the delight- 
ful flirtatiousness of parents in love, which in- 
volves the child. The relieving light touch of 
the parents to important and profound matters 
will be missed, as well as the sweet assurance 
that he, their child, is wanted as the treasure 
of both. His early days, therefore, and all days 
that follow, will be devoid of the intangible 
gift of creed and hope that makes for happy 
children and causes them to prosper. 

Unless the mother encourages the child’s 
early attempts to provide for himself outside 
the house, the child soon will develop tenden- 
cies centrifugal to the center of his origin, to 
which, however, he still will tend to return. 
These neglected children display an extreme 
curiosity and gain in satisfaction by venturing 
out. For many years the trash can remains a 
source of surprising rewards—of objects to 
touch, manipulate, investigate, and own. All 
these activities are tests of one’s sense of being 
and power to shane the world at hand. 

When the child must rely upon himself for 
discovery of the sense and joy of being, he 
develops a sense of self-sufficiency in relation 
to the knowledge he acquires. Since he lacks 
opportunity for comparison with and testing 
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of objective standards, a sense of omnipotence 
is derived from his self-sufficiency. Owing so 
much to himself and so little to others, it is, 
therefore, unlikely that he will develop a sense 
of responsibility. Since what he touches and 
manipulates is vital to his existence, he feels 
that things are owed to him. He may learn to 
be afraid of the consequences of his acts, but 
has learned, though uncomfortably, to live 
with fear, since he saw his mother live that 
way. His terror in her absence at night 
mounted when she returned with someone 
other than a fatherly figure protective of her 
and her children. 

These children with their untrained bodies 
and minds are ill-equipped to meet even ordi- 
nary challenges. An impressive fantasy life 
may therefore prevail. There is a father in a 
respectable position, whose grade in life reflects 
his high ability. Symbolic comfort is associ- 
ated with him, as is the eternal departure of 
the mother’s terrifying visitors. Some children 
act out furtively in the street, because none of 
the things they vitally need is free, and others 
are so autistic they play in the street oblivious 
of food, shelter, or the intemperance of climate 
and violate the law under the eyes of the 
police. 


The boys in these families develop ambi- 
valent feelings toward their mother, which 
presents another problem. They disapprove of 
her behavior, watch out for her, struggle with 
her, and, by every means of which they can 
think, try to redeem her. Helpless and re- 
sourceless as they are, they must steal to be 
considered grown-up and to be recognized as 
their mother’s man and provider. Their lack 
of realism is usually pathetic to behold. Totally 
unaware of the size of the world and the size 
of their problem, they will insist stubbornly 
on opposing the world order with their un- 
armed little frames. 

They will be challenged by other boys 
when they have money and lose it to the older 
boys in the gang. If they made the money 
honestly they will be accused by children and 
adults of having stolen it. 

Thus, unprepared and troubled these chil- 
dren are sent to school. They are enrolled for 
various reasons. Some of the parents or substi- 
tute parents try to limit the area of antisocial 
behavior in order to protect the family mem- 
ber who supports the family. Neighborhood 
pressure and hostile tendencies within the close 
community to expose one another may also 
play a role. A desire to redeem the children 
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and give them an education may be another 
motive. Or, on the other hand, the family may 
want them out of the way, as the number of 
these children usually is in indirect proportion 
to the mother’s ability to cope with them. © 

Because of the absence of a positive educa- 
tion and because of the child’s self-sufficiency, 
he usually has great problems in school. He is 
not acquainted with other people’s knowledge, 
and he is not familiar with any kind of order 
or timetable. All of his own discoveries are 
useless; they serve no purpose with the happier 
child. Above all, the lonely child who, at best, 
gangs up with other lonely children is not able 
to form concepts or to classify knowledge 
readily, certainly not by usually acceptable 
methods. He has no vocabulary, syntax, or 
discursive methods of learning at his disposal. 
The virtues represented in the books exclude 
him from respectable mankind, and the pres- 
ence of companionable fathers marks him as 
worthless. 

Necessarily, the youngster who has reached 
the literate age becomes aware of his excep- 
tional condition. One of the most troubled 
adolescent children in our Center, a with- 
drawn, persistently truant boy who followed 
hostile and aggressive juvenile companions, 
was actually speaking the truth when he joked 
about his illiteracy being his worst problem. 
Walking through the streets he felt lonely and 
like an outcast; the printed signs at his every 
step were symbols of his closed-out condition. 

When a child comes from a situation where 
the deprivation is not total, the complexities of 
his condition may complicate and intensify his 
troubles. His ambivalence may concern both 
his home and family as well as the world out- 
side. Shame and abhorrence of the home and 
family do not prevent longing and love, am- 
bivalent longing above all to save both his 
mother, or parents, and the home. On the 
other hand, hostility against a depraved father 
may animate homocidal and suicidal fantasies. 
Rather than struggling against home and habit, 
he may give up in regard to his surroundings, 
which represent death and annihilation to him. 
These moods, however, shade into his longing 
of being included in the living world, the bet- 
ter one. Hopeless, however, that it will not 
yield to him, he angrily knocks and tends to 
break in and ransack that which forever will 
keep him ineligible and excluded. 


Family Constellation. The great maiority of 
these children come from large families that 
gather the illegitimate offspring of the parental 
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generation in the grandparental home. When 
the mother has failed to marry or has failed 
in her marriage, she too will usually live with 
her parents. The grandmother may have spent 
her life under the same conditions. At times, 
the social maladjustment started when the 
grandparents moved to the city for socio- 
economic opportunities. A number of mothers 
attempted to escape the depraving influence of 
an inadequate or delinquent father but under- 
estimated the difficulties of working and, at 
the same time, caring for a group of children. 

The intensity of the mother’s heroic but 
failing struggle may be reflected in the child’s 
ambivalent adjustment tendencies and his hos- 
tile disregard of the stubbornly resistive and 
unconquerable society. He may be greatly 
confused about the difference in his mother’s 
previous and present standards and about his 
love and loyalty to her on one hand and his 
fear of her undoing of him on the other. These 
conflicts may cause unconquerable restlessness 
and an imperative urge to steal, which the 
child is at a loss to explain. 

Desertion by the father is a frequent oc- 
currence due to the incidental character of 
the encounter and the disinclination of one of 
the partners to rely permanently on the other 
for fear of losing freedom. Several common- 
law marriages for the woman are not rare oc- 
currences. The children from these various 
fathers all live in one home, each batch strug- 
gling insecurely for the status of legitimacy. 
Married men also desert, and in many of the 
homes in which the fathers stay there is dis- 
cord and drunkenness. In several instances the 
sudden death of the mother’s second husband 
leaves the child guilt-ridden (because he did 
not accept the stepfather) and fearful of the 
man who may become his mother’s third hus- 
band, or it deprives him a second time after a 
long but successful struggle to accept the 
stepfather. 


In all cases where the father’s role is absent, 


or effaced, the emotional attachment between 
mother and son is intensified and prolonged. 
Although in greater need of the ever-evasive 
mother, the child has no father to assist him 
and to assist the mother in relieving undue 
needs and in releasing the tie. A stepfather or 
a more or less casual partner strengthens the 
boy’s conviction that the mother needs him as 
the legitimate partner and protector and that 
he is the one to redeem her. ; 


Girls identify early with the mother and 
reproduce her way of life. This identification 
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is suggested by the fact that it is the child’s 
only early and impressive opportunity to form 
an image of womanhood. When the mother is 
promiscuous, the daughter’s only escape from 
terror and fear may be to emulate her. To 
avoid revolt against and rejection of the moth- 
er, her only anchorage in life, she has to con- 
done and approve of her ways. This weakens 
any tendencies she might have toward identi- 
fication with acceptable standards as suggested 
in school. Ambivalence may be manifested by 
the search for temptation outside the house, 
the rationalization being that one wishes to be- 
come disgusted and discouraged by the aspect 
of evil. The hostile elements of the ambivalence 
may be acted out against the mother inde- 
pendently of and embarrasingly to her, but 
in her terms. 

The mother may be extremely sensitive to 
and defensive of her son’s acting out and steal- 
ing to support and redeem her, but she not 
only may condone but also may encourage the 
daughter’s acting out. The boy’s help censures 
her and represents an attempt to change and 
make superfluous her way of living. The girl’s 
way of redeeming the mother is by confirma- 
tion and acceptance of her standards. As the 
years go by, the daughter satisfies the mother’s 
increasing voyeuristic needs, although, in part, 
by imagination only. The daughter also grati- 
fies the mother’s insatiability for infants and 
is, in return, relieved of the concerns and bur- 
dens of motherhood. 

Because of the mother’s need for infants, 
she promotes regressive trends in her children. 
In their promiscuous relationships the girls will 
gratify these regressive trends as well as the 
ungratified longing for a father’s enchanted 
acceptance. They “play” the sweet, innocent 
girl to their sex partners with genuine con- 
viction. Their maternal instincts may be ab- 
sorbed in pacifying, by gifts of their body, 
immature elements in these men who find their 
way to them. 


Motivation for promiscuous sexual activity 
may be due to identification with the deserting 
father, who deprives the home of his attrac- 
tiveness, and to rejection of the uninspiring 
mother, who is associated with a miserable, 
overcrowded home and its unrewarding duties. 

When the efforts of the father who lives in 
the family circle and who tries to uphold ac- 
ceptable standards are sabotaged by the moth- 
er who condones licentious behavior and 
thrusts on the father the responsibility for 
raising an increasing number of grandchildren, 


his image is vitiated. He is isolated and ostra- 
cized and made to withdraw. He may break 
down and start drinking and sleeping on week- 
ends. He may become harsh and intolerant of 
the grandchildren’s unrestricted behavior. 
Rarely do children treated in the Educational 
Therapy Center mention the grandfather. The 
grandmother is the center of their affection, 
security, anchorage, and shelter, and she pro- 
tects them from any kind of trouble. Her par- 
tiality to the child, dictated by instinct, may 
be blind to concerns other than immediate 
physical security. Her absence of concern for 
other matters may reflect rejection of social 
standards and may even represent an undoing 
of the child, due to more or less unconscious 
rejection of him and his parents. 

When there is a father in the family, his 
income, usually derived from unskilled labor, 
is extremely low and insecure. No bank ac- 
count reflects security. Daily or weekly pay- 
ments are illustrative of the precarious ties 
between employer and employee. Through- 
out the week he may bravely face the fact 
that he is only an “instrument,” but on the 
week end he has to turn away from his own 
distorted image—drunk and asleep, he tries to 
forget that he exists. The family usually has 
no comfort to offer. Actually, they resent his 
depravity and do not understand that in his 
humanity he suffers. They, too, try to forget 
that he exists. When he drives the whole fam- 
ily to visit the boy or girl in the industrial 
school, the child will invariably report: “My 
mama came to see me on Sunday.” 

The children practically never know where | 
the father works or what kind of work he 
does. When the father changes jobs frequent- 
ly, the children cannot keep up with the con- 
fusing changes. Talking about his job may 
arouse in him angry responses, as the home is 
the only place where he can blow up. When 
the father has kept his job for years without 
a raise or a day’s vacation, his sensitivity to 
being questioned about his job is not less. 
Work is toil and does not enhance either his 
child or himself, one reason why the children 
covet neither work nor employment. 


EDUCATIONAL THERAPY CENTER 


Referral. Referrals come through official 
channels from the public schools; from the 
juvenile court; from state, county, and city 
welfare agencies; from county schools; from 
parents and physicians; from other child guid- 
ance clinics; and from private agencies and 
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schools. Sometimes children themselves apply 
for admission or suggest it to their educators, 
if they have had contact with another child 
who has been helped by the Center. 

Motivations for applications from children 
are many. The permissiveness of the Center 
seems to be its major appeal, because the chil- 
dren sense that in the Center they will be ac- 
cepted, acceptable, and adequate, and will have 
a chance for fulfilling the potentialities in 
themselves that they dimly sense they have, 
thereby finding their place and their role in 
life. In the Center the mother figure and the 
other children substitute for a much needed 
real mother and the street group, which was 
formerly used to supply the child’s lack of 
affection from the mother. 

They may also be attracted by the recrea- 
tional activities such as the craft class, or they 
may wish to have an education, catch up with 
their own age group, or fulfill superior ambi- 
tions. They may want treatment for some 
neurotic manifestation such as_ stuttering. 
Quite often they desire closer association with 
some particular adult or child in the Center. 
Sometimes they are sexually attracted to some 
child in the Center. Each of these requests is 
seriously followed up by contact with the 
parents or guardians and their schools. 

Originally the Educational Therapy Center 
was attended almost exclusively by Negro chil- 
dren. The laws of Virginia provide that only 
children of one race can attend our day-care 
program, and, therefore, the most needy were 
given first preference. In individual therapy, 
however, children of both races are seen. 

Staff. The present staff consists of the psy- 
chiatrist-director, two psychologists, one part- 
time honorary psychologist, two psychiatric 
social workers (one position being vacant), 
one co-ordinator of education, four teachers, 
three clerical workers, and a part-time janitor. 

The Program. Two closely interacting divi- 
sions in operation five times a week from 9 
a.m. to 5 p.m. are at the immediate service of 
those children who attend the Center. One 
is the clinic proper and the other is the day- 
care milieu, an enlarged family setting and a 
minor world in which the children will be 
able to succeed without further loss of love 
and self-esteem. Through individual psycho- 
therapy the Center offers opportunity for a 
revision of first object relationships, and 
through daily living in the day-care group the 
Center becomes a testing ground for relation- 
ships with substitute siblings as represented by 
the other children. 
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Teaching and activities provide sources of 
necessary experiences, which in the past were 
totally missed because of material and emo- 
tional deprivation and because of an emotional 
scarring, withdrawal, and a lack of mental 
development. 

Academic schooling at the child’s specific 
level is offered in a permissive atmosphere, 
either in small groups or individually. 

Learning a craft or trade is an important 
source of education and presents a first ap- 
proach to learning. Recreation also is a source 
of education, and in our Center it represents 
the main source of activity and education in 
the afternoon. Frequent outings provide edu- 
cation as well as experience in acceptable ways 
of enjoyment. 

Population of the Center. Since its affiliation 
with the Department of Mental Hygiene and 
Hospitals, about 100 children have been treated 
yearly. Twenty of these children are in day 
care, and their treatment extends from 18 
months to four years. 


An intense attempt is made to gain family 
co-operation, but the difficulties are usually 
overwhelming; however, if the child’s need 
for and contribution to treatment is genuine, 
the substitute family in the Center may be of 
sufficient importance to help him forego as- 
sistance at home and endure its hurts. When 
the home environment is constantly destruc- 
tive, the cliild is placed in a foster home. If 
this occurs, intense work with parents, foster 
parents, and social agencies is necessary. Half 
the day-care population usually is referred to 
us by the state welfare agency. Most of these 
children are from out-of-town and live in 
foster homes; at least a third of the remaining 
group are children living in city homes. 
Children of school age are eligible for treat- 
ment, and the age range in day care is 10 to 
15 years; at times, a younger child may be 
included and a older one may terminate treat- 
ment. Of these children, 15 per cent are girls, 


Intake. Our intake procedure varies from 
that of other clinics. Children of borderline 
mentality are eligible, as well as those who do 
not communicate readily or verbalize their 
problems. We do not refuse children who are 
victims of parental neglect and general rejec- 
tion. In cases of emergency we may accept a 
child immediately, but, pending intake pro- 
cedure and observation, he remains on a tem- 
porary basis. This occurs when commitment 
would be the only other resort. In such cases 
school or welfare reports are used, and the 


| 


374 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


child is seen by the psychiatrist pending im- 
mediate studies by the other workers. 

Method and Its Rationale. Educational ther- 
apy represents a global approach to the needs 
of children who have responded to early and 
constant neglect by aggressive hostility or hos- 
tile withdrawal. Such symptoms reflect a seri- 
ous underdevelopment in every phase of mat- 
uration: sensorimotor, mental, and emotional. 
It is readily conceivable that a child inade- 
quately equipped to meet the challenges of 
ordinary life tends to regress further when he 
encounters increased distress, whether real or 
imagined. 

The therapeutic goal of treatment in the 
Center is threefold: (1) review of the primary 
object relation; (2) spontaneous exposure by 
the children of their problems, conflicts, and 
defenses; and (3) their education or unfolding. 

The method avails itself of three closely in- 
terrelated factors. It exposes the children to 
a milieu and to a group of children and adults 
of whom the mother is the central figure. This 
is therapeutic because: (1) the primary object 
relation was missed and all further stages of 
relationship to the mother have remained un- 
solved; (2) substitution was usually inaccept- 
able to the child or interfered with by the 
mother; and (3) comfort, compensation, and 
complementary companions were found to a 
certain extent away from home in street and 
gang associates. 


Psychotherapy. The children, tending to 
transfer their ambivalence toward the mother 
onto the psychotherapist, in particular may 
resist the acceptance of substitution of ma- 
ternal function, even though it is symbolic. 
Communication of these children with the 
world, in particular verbally, is impeded on 
all levels and in all areas of development: 
motor, mental, and social. The children, there- 
fore, in accepting treatment long for maternal 
attention but are afraid of the anticipated de- 
ception. They feel inadequate and undeserv- 
ing. They need to see other children, their 
objectivated selves, in an identical situation 
for complementary purposes, and for comfort, 
support, assistance, and substitution. 


Group psychotherapy fulfills these needs: 
the total group is originally accepted and iden- 
tified with the street gang. The group absorbs 
the negative element of ambivalence by the 
mutual instrumental use made by the children 
for acting out their hostility with or upon each 
other or with or upon other symbolic repre- 
sentations of the mother figure. Simultaneous- 


' ly the positive elements of the ambivalent re- 
_ lationship to the psychiatrist are liberated. The 
group is a grant by the therapeutic mother, an 
acquiescence and permission to live the only 
| way the child can live fairly comfortably. 

Therefore, the children assume that she is un- 
| derstanding and are less afraid of deception. 
Peg for love and anxiousness to de- 


serve it make their individual treatment in- 
creasingly and steadily desirable. 

The obvious maternal role of the psychi- 
atrist within the daily reality of the milieu and 
in reference to the children’s group trans- 
forms the meaning of the group from a street 
' gang to a family community. It is the reverse 
{| of when the child first went out into the street 
to find companions. 


This development and the family cohesive- 
{ ness are furthered by the permanent presence 
of the teachers. They form an integral but 
{ unobtrusive part of the group. The permis- 
{ siveness of the milieu encourages a trend back 

to the family and to the home, helping the 

children to live out, act out, and talk out their 
| problems, conflicts, and reflections in the 
| therapeutic home away from the street. 


| The group itself becomes an object for self- 
, search and reflection, and the child gains his 
self-image as he had intended to when he ran 
, Out into the street to compensate for what he 
missed from his mother. The children will 
, verbalize this function of the group: “This is 
the way I am myself,” or “This is exactly the 
way I was.” Such development is necessarily 
| reflected in individual psychotherapy; the 


symbolic function of the therapist is also in- 
creasingly developed, and the educational en- 
deavors are supported from this therapeutic 
area. 


|) Finally, our method has the advantage of 
overcoming the initial difficulties of general 
and verbal communication, of hélping the chil- 
dren’s spontaneous expressions to unfold, and 

_of providing for a wellspring of relevant 
information. 

The first step with these children is to in- 
vite them into the house (the Center), which 
has motherly and fatherly people inside. The 
house is a simple, three story building, which 
its inhabitants endeavor to keep in a condition 
that encourages self-respect. Under supervi- 
sion of the trade teacher, the children assist 
voluntarily in its upkeep and repair. Like every 
home, its heart and hearth are the originators 
of industry and civilizing tendencies. The chil- 
dren of the Educational Therapy Center ac- 
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tually see in it the symbol of the mother to 
whom they run in distress. Those who are able 
to escape from traumatic situations outside 
tend to seek refuge in the Center at night; 
those who stay out elsewhere at night still will 
appear in the morning and attend their classes. 
However, these children act out against the 
mother figure, the symbol of a world that 
seems forbidden or evasive and the person 
whose love can be tested and who can be 
punished for not loving her child alone. 


Because of the children’s underdevelopment, 
corrective education has to precede psycho- 
therapy proper at times, although overlapping 
is possible. Therefore, the teacher may repre- 
sent the child’s first substitute object relation- 
ship. She is in his presence permanently. The 
group to which the child is exposed in the 
Center as a whole, and in his class, soon repre- 
sents the family to him. It is to this familiar 
milieu, more than to another, that he transfers 
his problems and conflicts. The milieu, there- 
fore, is fraught with explosive material, and 
the teacher will have to be a wise and protec- 
tive mother to all of them. She provides for 
security, usually a new and, in the long run, 
comforting experience for the child. Her 
method of teaching each child according to 
his developmental status again may represent 
a form of educational mothering. The child 
may have to be encouraged to have sensori- 
motor experiences, as, for instance, in working 
with clay; however, because of lack of trust 
in his ability, a lack that may impress others 
as laziness, the child will not yet be able to 
work with a matter that furnishes irremedi- 
able results. Soft clay may have to be used 
first in order that he may learn through touch 
about himself and his relation to objects, in 
particular his ability to manipulate them. 
When the act of pure kneading has been com- 
pleted satisfactorily, the child may still have 
to continue working with yielding matter, if 
for no other reason than his uncertainty about 
himself. He may simultaneously be in need of 
undoing what he is doing, or of hiding what 
he believes to be a worthless product, or he 
may be too negativistic to grant himself, his 
teacher, or his psychotherapist the joy of 
achievement or success. When left alone in the 
protective presence of the teacher, he may go 
on molding his product, but in moments of 
despair he may throw the clay and exercise the 
less differentiated functions he has already de- 
veloped. When he is ready to use clay that 
hardens, he shows enough self-confidence to 
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accomplish something and to be able to refer 
to it. He can face the part of himself that is the 
product and feel that he has something to ob- 
jectivate and offer; devotedly, he may “dress 
her up” and expose the object for praise. Lack 
of space prevents us from elaborating on other 
aspects of developmental education through 
crafts and through the function of the teacher 
or substitute mother with these children. 

Similarly, the teacher’s role in academic edu- 
cation may have to be on a preschool level. 
The children love to have the teacher read to 
them, oftentimes in the beginning just to hear 
the fond and fondling maternal voice and the 
tuning and phrasing of the language, until the 
time has come when their sense of fantasy is 
aroused. Vocabulary, syntax, and an increasing 
wealth of the meaning of her stories are ap- 
perceived and enjoyed. Much teaching has to 
be centered around topics of actuality and has 
to be presented narratively. Growth tenden- 
cies are revealed by the children’s desire to 
read themselves. At times, ardor exceeds ca- 
pacity, but, more often, fear of inability im- 
pedes ardor. Interest is stimulated by letting 
the children guess the answers and present 
their own theories of knowledge; through 
humor the edge is removed from their ver- 
balized aggression. The children who have im- 
proved may be of great help. They may be 
very partial to the teacher but help the new- 
comer by telling him, “That’s the way I was.” 
Others not as advanced and tolerant may be a 
hindrance rather than a help. Still easily frus- 
trated, they may be angry and discourage the 
newcomers. 

Woodwork is an excellent means for the 
constructive acting out of hostile and antago- 
nistic emotions; adolescent boys deprived of a 
father’s influence find the shop a testing ground 
for precocious independent trends. Love for 
the created object and for the material that 
lends itself to such rewarding achievements 
satisfies and pacifies the boys, who are tactfully 
made aware of such developments when the 
time and their readiness have come. 

Recreational enterprises and outings can only 
be mentioned. 

Simultaneously with the educative process 
psychotherapy proper is in process. Often, 
even very sick children transfer emotions to 
the psychiatrist at intake, although, due to 
their early serious deprivations, they become 
extremely demanding and tax the dedication 
of their psychotherapist, who is confronted 
with other equally imperative demands and 
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with a schedule and administrative duties. The 
negativistic approach of some children will 
tend to break down at intake; in many instances 
they may be intrigued to know what incites 
other children to desire treatment so ardently, 
or they begin to compete with their symbolic 
siblings for an acceptance enjoyed and desired 
by them. 


Frequently, psychotherapy like education 
has to start on a precursory phase. Children 
may be withdrawn and mute for a long time 
or totally unproductive and inert. Their 
anxiety may be stifling or, on the other hand, 
they may be extremely restless. Some children 
do not move enough to touch a toy whereas 
others express their search for the ever-evasive 
love by touching everything and holding on 
to nothing. The psychotherapist must be ready 
for a mere togetherness with the child as cor- 
responds to his needs; she must be sensitive to 
his fear of being approached, be it by a glance, 
but still be able to catch the instant when he 
will want to read in her eyes that he is worth 
being looked at. To stimulate recollection with 
very blocked and withdrawn children, special 
devices are helpful, such as, discussion of very 
simple and recent daily events that can be re- 
lated to the anticipated traumatic area. 

Slowly, communication develops. The child 
begins to play comfortably in the therapist’s 
presence; soon he plays with her as a witness 
and as a parental figure who is worthy of shar- 
ing his secrets and fantasy at play. One day 
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he renounces play and engages in a discourse 
about acute and concrete problems. His com- 
munication becomes increasingly relevant 
from a psychotherapeutic point of view. 

Acting out is not, and must not be, promoted 
in children who are intensely regressed and 
who are neither able nor yet inclined to work 
through their problems. Excessive acting out 
will tend to lower the self-respect of these 
children, who already have a poor opinion of 
themselves. Acting out, however, is inevitable; 
it is also significant from observational and 
therapeutic standpoints. 


CONCLUSION 


Through life in the group and through psy- 
chotherapy, the children become communica- 
tive and discursive in their thinking. Lack of 
spontaneity as manifested in inertia, restless- 
ness, and impulsivity yields slowly to pur- 
poseful and conscious behavior. Neither com- 
munication nor the development of goals 
would have been possible without an act of 
genuine adoption, which encourages the child’s 
belief that being ours he belongs to someone, 
is not excluded, and cannot be condemned. 


ADDENDUM 


Since this article was written, state funds 
from the Board of Education have enabled the 
Richmond Department of Education to pro- 
vide the Center with a teacher. 


HERTHA RIESE, M.D., F.A.P.A. 


Dr. Riese, Guest Editor of the Branch Forty-One (Southeast Virginia) issue of the JouRNAL, 
was graduated in 1911 as a science and mathematics major, and received her medical edu- 
cation at the universities of Berlin and Frankfort on the Main, graduating in 1916. 

Dr. Riese’s experience has been varied. From 1919 to 1933 she had a private medical prac- 
tice in Germany, and was voluntary assistant in psychiatry, lecturer on public health and sex 
problems, and Medical Director of a family counseling service. In the 1930's she moved to 
France and became a social worker instructor, then a student counselor for several schools. 
She also was engaged in part-time research on comparative anatomy and brain physiology 
from 1937 through 1940. In 1941 she came to the United States, settling in Virginia, and 
became an “honorary worker” at the Juvenile and Domestic Relations Court in Richmond. 
In 1943, the year she passed the Virginia Medical Boards, she became Psychiatrist-Director 
of the Educational Therapy Center, a position she still holds. 

Dr. Riese has published articles in medical and educational journals. She also has pub- 
lished and edited books in collaboration with her husband, Dr. Walter Riese, neuropathologist 
and Chairman, Department of the History of Medicine, Medical College of Virginia. 

She is a Fellow of the American Psychiatric Association; a member of the American 
Society of Group Psychotherapy and Psychodrama, the American Group Psychotherapy 
Association, and the AMA; and President of Bcanch Forty-One of the AMWA. 
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The Mobile Psychiatric 
Clinic of the Medical College of Virginia 


Patricia R. Denton, M.D. 


FACILITIES FOR GIVING PSYCHIATRIC and psy- 
chological services to adolescent lawbreakers 
range from the complete absence of such serv- 
ices, as seen in the majority of local courts and 
detention facilities throughout the country, to 
a therapeutically oriented industrial training 
school such as the State School for Boys at 
Topeka, Kan. In Virginia one partial solution 
to the problem has been made on the state 
level in the establishment of the Mobile Psy- 
chiatric Clinic. The Clinic was established by 
law in 1954 and was founded for the threefold 
purpose of treatment, training, and research 
in the field of juvenile delinquency. Ultimate- 
ly, the Clinic is to be a part of the out-patient 
department of the Children’s Residential 
Treatment Center, which is now in the plan- 
ning stage. The full-time personnel roster of 
the Clinic began with one psychologist and has 
been augmented over the past three years to 
include, at the present time, one psychiatrist- 
director, one psychiatric social worker, two 
psychologists, and two office workers. Both 
the psychiatrist and the chief psychologist are 
on the teaching staff of the Medical College 
of Virginia, and psychology students have had 
practicum placements at the Clinic from time 
to time. Because of the multifaceted aspect of 
the problem of juvenile delinquency, it has 
always been the policy of the Clinic to work 
from the orthopsychiatric, or team, approach. 

To understand the work of the Clinic, it is 
necessary to digress a bit and describe the 
framework in which it operates. There are 


Dr. Denton is Director of the Mobile 
Psychiatric Clinic and Associate in Psy- 
chiatry of the Department of Neurology 
and Psychiatry, Medical College of Vir- 
ginia, Richmond, Va. 
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approximately 1,340 youngsters committed to 
the Youth Services Division of the State De- 
partment of Welfare and Institutions of Vir- 
ginia at any one time. These youngsters range 
in age from 8 to 21 years, with the majority 
being between 10 and 18 years; Negro and 
white boys and girls are included. These chil- 
dren are received at Richmond from the entire 
state after commitment to Youth Services Di- 
vision by the local courts, The majority are 
repeaters at the local level, and become charges 
of the state after a more or less lengthy record 
has accumulated in the local courts. For the 
most part, these children are placed in one of 
the four industrial training schools or in the 
smaller boarding home program. The indus- 
trial training schools range in population from 
340 in the white boys’ school to 130 in the 
colored girls’ school. Academic, vocational, and 
social training programs are the integral meth- 
ods used in each school for working with the 
youngsters. The lengths of stay are indeter- 
minate, but they are limited by the practical 
realities of space and personnel, and range 
from an average of 8 or 9 months in the boys’ 
schools to 12 to 14 months in the girls’ schools. 
Aftercare and follow-up work are done by 
local probation officers, and the quality is lim- 
ited, again, by the finances and personnel avail- 
able at the local level. . 

The large number of potential patients and 
the small number of clinic personnel preclude 
the possibility of attempting to work with each 
individual child. Of the 110 children, the 
monthly average of the Youth Services Divi- 
sion, an average of 80 children per month are 
tested by the psychological staff. The psy- 
chiatrist sees an average of 45 patients a month 
for diagnosis and evaluation, and both the psy- 
chologists and the psychiatric social worker 
carry youngsters in individual psychotherapy. 
The psychiatric social worker is a compara- 
tively recent addition to the Clinic and works 
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primarily with the staffs of the industrial 
schools, also seeing youngsters for evaluation 
and therapy. 

Confirming the conclusions of others en- 
gaged in similar work, we have found that the 
best results are obtained by working through 
the staffs of the training schools and the re- 
ceiving-study-units. Because there are many 
problems of a similar nature, aid given to the 
staff by way of understanding and clarification 
helps them to accept and to work with the 
individual youngsters at their level. This has 
been accomplished by holding in-training pro- 
grams of seminars, lectures, and discussion 
groups. Confirming the discoveries of others 
in this and related fields, we have found that 
it is absolutely essential to the success of any 
in-training program, or in working with in- 
dividual patients, that we have the whole- 
hearted co-operation of the superintendent of 
the school. The spirit and morale of a training 
school is dependent to an extraordinary degree 
on the attitude and understanding of the super- 
intendent. Instances of active hostility to our 
program have been nonexistent; however, pas- 
sive resistance, disinterestedness, skepticism, 
and a defeatist attitude have been met with at 
various times. The conclusion was reached 
very early in the Clinic’s history that one of 
its primary duties would be interpretation and 
education, aimed at delineating the need for a 
psychiatric team’s services in the schools and 
showing how the Clinic might help to meet 
this need. It might be added at this point that 
extensive interpretation and clarification done 
in the first year and a half of the Clinic’s exist- 
ence was well worth the effort, and has been 
paying off in heightened understanding and 
acceptance of the whole program and policy 
of the Clinic. This interpretation and educa- 
tion has also been a two-way affair, for the 
philosophy and goals of the programs of the 
industrial training schools are, of necessity, dif- 
ferent in some regards from those of the ther- 
apeutically oriented psychiatric setting. Ri- 
gidity of thinking has been a besetting sin 
present within most of the programs dealing 
with the juvenile delinquent. The very new- 
ness of the idea that in order to help these 


youngsters it is necessary to combine a thera- 
peutic and training approach demands that 
adaptability and recognition of the problems 
of other disciplines must govern those inter- 
ested in the field. 

Just about every condition of emotional 
pathology has been seen, ranging from the 
frankly schizophrenic through the mentally 
defective, neurotic, and brain-damaged child, 
to the more commonly seen acting-out pattern 
of the delinquent personality. Of the 764 initial 
evaluations made by the Clinic in 1956, it was 
found that 11 per cent would have benefited 
best by placement in a special facility for the 
mentally defective; 8 per cent were felt to be 
seriously disturbed emotionally, enough to 
warrant hospitalization in a children’s resi- 
dential treatment facility (which is not now 
available in the Commonwealth of Virginia); 
20 per cent were felt to be in need of intensive 
psychotherapy on an individual basis; 44 per 
cent would have benefited by the therapeu- 
tically oriented counseling and guidance of a 
psychiatric social worker; and 17 per cent 
were felt to be of the type that the program 
of the training schools could benefit, unaug- 
mented by the services of the Clinic. It is prob- 
ably superfluous to state that, of these young- 
sters, only a handful were worked with on an 
individual basis. 

The evaluation of the success of a clinic such 
as ours is difficult, to say the least. This, of 
course, holds true for all institutions such as 
industrial training schools, prisons, and other 
corrective and rehabilitative facilities dealing 
with lawbreakers. Because it is difficult to spell 
out specific statistics and justifications for fur- 
ther public support, the job of public educa- 
tion and interpretation of the Clinic’s goals and 
philosophy assumes tremendous importance. 
The very few of us who have been working 
in this field are beginning to realize that some 
of the older concepts of therapy may well have 
to be modified in the case of the adolescent de- 
linquent. Perhaps our goal will be realized 
when every industrial training school, or sim- 
ilar institution in the country, is set up on the 
basis of a residential treatment facility for the 
delinquent youngster. 
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Organization of Poison Information Centers 


Lillian C. Lindemann, M.D. 


WITH BETTER IMMUNIZING PROCEDURES and 
the use of bacteriostatic and _ bactericidal 
agents, deaths from acute infectious diseases 
have been reduced to the extent that accidents 
have supplanted these diseases as the chief 
cause of death in children.' 

Since 1950 the American Academy of Pedi- 
atrics has been concerned with the relatively 
unimproved death rate due to accidents of 
children in the age group 1 through 14 years.* 
For this reason, it has designated a committee 
to study the problem and to maintain surveil- 
lance on the situation. Accidental deaths in- 
clude all forms: by motor vehicle, falls, burns, 
and poisonings. Accidents are also classified 
according to the place of occurrence. It is esti- 
mated that in the age group 1 through 6 years 
75 per cent of the accidents occur in the child’s 
own home. 

Observation of the principal types of acci- 
dents among children 1 through 5 years of 
age shows poisoning as a significant and im- 
portant cause of death.* It is estimated that 
morbidity due to ingestion of toxic substances 
can be calculated as 100 to 150 times the mor- 
tality figure.’ Bain,® in a careful statistical 
analysis of deaths and death rates due to poi- 
soning in children under 1 year and from 1 
to 5 years for the period 1940 through 1949, 
found that more than 3,600 children died in 
that period from accidental poisoning. This is 
especially appalling in that poisoning in this 
age group is considered preventable. Too often 
children have access to harmful household 
products because their parents, or the person 
in charge, do not recognize that the products 
contain harmful ingredients.’ The large num- 
ber of common household products that are 


Dr. Lindemann is Chief of the Divi- 
sion of Maternal and Child Health of 
the Department of Public Health, Rich- 
mond, Va. 
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revealed to be potentially toxic makes the home 
an exceedingly hazardous place for the in- 
quisitive, exploring, and “pedaling” toddler.® 
Quite obviously, it is well-nigh impossible for 
the general physician or pediatrician to know 
the dangerous or benign qualities of the count- 
less proprietary products that are universally 
found in the homes where he has occasion to 
make calls. More than 15,000 products have 
been listed and catalogued.® 

To meet the necessity for identification, in- 
formation, and education regarding toxic sub- 
stances, the American Academy of Pediatrics 
suggested the establishment of poison infor- 
mation centers.’® The first of these was organ- 
ized in Chicago in 1953. In 1955 a guide re- 
garding the purposes and manner in which 
such poison information centers should be and 
could be organized was issued by Dr. Edward 
Press for the Committee on Accident Preven- 
tion of the American Academy of Pediatrics. 
This guide gave excellent suggestions as to 
what groups should consider the establishment 
of a poison control center, of what the organ- 
ization should consist, and what the functions 
and objectives of the center and its component 
parts should be. 


When a project such as the establishment 
of a poison control center is contemplated, it 
is frequently helpful to know the experiences 
of other organizations that have undertaken 
similar projects. This permits intelligent action 
based on experience and avoids the pitfalls: of 
trial and error. To this end, a questionnaire 
was recently submitted to 18 poison informa- 
tion centers listed as being in existence in May, 
1956.1? The object of the questionnaire was to 
find out when, where, how, and under what 
auspices the various centers were organized. 
The 18 centers questioned were in: Boston, 
Mass., Chicago, Ill., Dallas, Texas, Durham, N. 
C., Grand Rapids, Mich., Harrisburg, Pa., 
Indianapolis, Ind., Louisville, Ky., Memphis, 
Tenn., Milwaukee, Wis., New Bedford, Mass., 
New York, N. Y., Oklahoma City, Okla., 
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Phoenix, Ariz., Seattle, Wash., Springfield, IIl., 
Newark, N. J., and Washington, D. C. 

The questionnaire contained the following 
questions: 


Name of center 
1. When established 
2. Under what jurisdiction? Any combination 
Medical Society: Local, County, State 

Faculty of Medicine: Pediatrics, Pharmacology, 

Medicine, Other 

Health Department: Municipal, County, State 
Safety Council or Society: Local, State, Orher 
. Directed by 

Board (Membership) 

Director 

Voluntary participation 

Stipend: How much (optional) 

4. How financed 

Contributions (specify how derived) 

Allocation of funds: State, Local, Grants (specify 
how obtained) 
. Describe operation 

Location, personnel 

Number of telephones 

24 hour coverage, how accomplished 
Tabulation of information 

Treatment services offered, if any 

Statistical reporting. 


w 


Samples of report forms and annual or sta- 
tistical reports were also requested. 

Of the 18 centers questioned, 16 responded. 
Some of the replies were very cursory; others 
were extremely detailed and presented sup- 
plementary information in regard to reference 
texts, complications, and minor setbacks that 
befell some of the centers. It is now a matter 
of history that the center established in Chicago 
in 1953 was the father of subsequent centers. 
Six of the responding group had been founded 
in 1954, six in 1955, and three in early 1956. 
Between April and October, 1956, 11 addi- 
tional centers were established,’* but these 
were not queried. Since then, more centers 
have been established. 

Responsibility for organizing and operating 
poison information centers is varied, and the 
range of activities of any one center varies 
with the type of organization under which it 
becomes established. In the group studied, 
eight of the centers are operated by an in- 
dividual organization. Of these, four are med- 
ical societies (two county societies, one city 
pediatric society, and one state chapter of the 
American Academy of Pediatrics). One cen- 
ter was established and is operated by a uni- 
versity medical center alone. Two centers were 
established and continue to be operated by ac- 
cident prevention committees of voluntary 


hospitals, and one center is the responsibility of 
a municipal health department. The eight re- 
maining centers were organized and are main- 
tained by a variety of co-operating agencies. 
The most frequent combination involves one 
or more teaching hospitals co-operating with 
state or municipal health departments. In only 
three instances in this group has a local safety 
council participated in the establishment of a 
center. The National Safety Council, located 
in Chicago, was active in the development of 
the Chicago center. 

Direction of a poison information center can 
be handled by a board or committee or by a 
single director or both. The director may be 
paid a stipend or may serve voluntarily. The 
medical specialty from which the director of 
a poison control center is selected is also of 
interest. In three instances the poison informa- 
tion center was operated by a committee with- 
out a designated director. From five responses 
it was learned that direction is solely in the 
hands of a director. In eight instances an exec- 
utive director is supported by a board of di- 
rectors or a committee. Nine of the centers 
report that their director is a pediatrician. Al- 
though answers on the questionnaire do not 
specify how many of this group hold faculty 
rank, it is presumed that the directors of the 
centers established in a medical teaching milieu 
probably hold faculty rank. One director is a 
specialist in public health, one is a professor 
of pharmacology, and from two replies it was 
not possible to determine the physician’s spe- 
cialty. Only one director receives any stipend 
or direct compensation for his services. 

The location for the poison information 
center is most frequently stated to be a hospital 
or group of participating hospitals, with the 
emergency room and resident staff of the hos- 
pital being the exact location and personnel 
providing 24 hour coverage. Interesting ex- 
ceptions to this are found in three centers: in 
New York City, where the health department 
office is the active center; in Oklahoma, where 
the center is located in the department of 
pharmacology of the Oklahoma School of 
Medicine; and in Phoenix, Ariz., where the 
Maricopa County Medical Society has ar- 
ranged to have inquiries answered by the phy- 
sician’s telephone directory. In Phoenix, the 
general public is referred to the private phy- 
sician who customarily cares for the family or 
to the emergency room of a hospital for care. 
Only inquiries by physicians are answered by 
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the operators, who have access to files and 
ready reference materials furnished at the ex- 
pense of the medical society. 

Financing the operation of a poison infor- 
mation center has been accomplished in a va- 
riety of ways. None of the replies indicates 
that the centers operate solely on their own 
specified budget. For the most part, partici- 
pants in the activities of the center do so on a 
voluntary basis or as part of their normal 
duties. Funds are used to furnish supplies and 
clerical aid. Where the sources of such funds 
are mentioned, they include funds available 
from hospital or departmental budgets, medi- 
cal society monetary allocations, and state or 
city health department funds through the di- 
vision of maternal and child health. In one in- 
stance, funds from the U. S. Department of 
Health, Education, and Welfare are designated 
as supporting the center. One center is oper- 
ating on funds derived from a special grant 
and from fees obtained from the sale of a 
reference booklet, in addition to other sources 
mentioned. In no case is any charge made for 
a service rendered other than the normal 
emergency room fee incident to treating a 
patient in the event of a poisoning. 

In some instances the role of the poison in- 
formation center apparently stops at the point 
of answering an inquiry and recommending 
management. Statistical tabulation consists of 
listing numbers of cases falling into various 
categories according to the toxic products 
known to have been involved in the poisoning 
incident. In other centers follow-up visits to 
homes in which fatal and nonfatal cases oc- 
curred are made by public health nurses. The 
effect of these visits is twofold: to educate the 
family against further accidents, since a high 
incidence of accidents is found in families in 
which a poisoning has previously occurred," 
and to gain information on the outcome of 
the management of the case. 

Since this study was made, several statewide 
interlocking networks of poison information 
centers have been established, the first of these 
being located in Florida. The method of opera- 
tion of such a statewide network was not 
investigated. 
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SUMMARY 


In order to determine precedents that could 
be followed in the establishment of a poison 
information center, a study was made of the 
type of organization existing in 18 poison in- 
formation centers known to have been estab- 
lished between January, 1953, and April, 1956. 
It has been found that the manner of organi- 
zation varies with the community, the medi- 
ical facilities, and the groups interested in par- 
ticipating in such a project. It has also been 
established that a center may be operated by 
the grace of much voluntary participation and 
a small financial outlay to purchase reference 
texts and forms, and to establish a card file of 
the potentially toxic common commercial 
products. 
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Streamlining the Preventive Management 
Of Inhalant Allergy, with Special Reference to 


Pollens and Housedust™ 


WOOLLEY MEMORIAL LECTURE 


Mary Hewitt Loveless, M.D. 


ALTHOUGH THE CONCEPT of single visit im- 
munization is new to allergists (who custom- 
arily advocate from 14 to 70 injections yearly 
to protect their hypersensitive patients against 
seasonal allergens), this abbreviated procedure 
is the outgrowth of nearly two decades of ex- 
perimentation. As with most therapeutic de- 
partures, the initial stages of development were 
strictly theoretical in orientation. They in- 
volved the discovery of the blocking antibody 
and efforts to characterize it, particularly 
through exploration of its role in pollen-allergic 
man. Once this pollen-neutralizing factor had 
been shown to be regularly produced by in- 
jections of ragweed extract into either normal 
or hypersensitive individuals, and had given 
promise of protecting patients against hay 
fever, it was logical to assume that its con- 
centration in the serum might indicate the de- 
gree of acquired clinical immunity. This con- 
cept yielded the .first practical fruits of many 
academic studies, since its pursuit enabled the 
physician to predict with reasonable confidence 
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his patient’s seasonal behavior toward atmos- 
pheric pollen. It also permitted the restriction 
of preseasonal therapy to relatively few injec- 
tions, particularly if the patient had ever taken 
an earlier course. By exploiting the booster 
principle, in conjunction with periodic ap- 
praisals of blocking antibody output, I was 
able gradually to limit the annual therapy of 
the average pollen-reactive individual to seven 
treatments. Some years later, the ultimate 
streamlining of immunization was achieved by 
giving the year’s dose in a single repository of 
emulsified antigen, placed in a muscle or under 
the skin for gradual release. 

It is the purpose of this article to sketch the 
evolution of single visit management. Credit 
for its practical usefulness belongs to no one 
individual but to a succession of investigators 
exploring antibody states in animal and man. 
Following a synopsis of this story, evidence ac- 
cumulated in my laboratory during the past 10 
years will be summarized to substantiate the 
effectiveness and safety of the new repository 
method in inhalant-allergic persons. 


THE BLOCKING ANTIBODY 


Discovery. The first demonstration of the 
blocking factor stemmed from the much ear- 
lier discovery of the skin-sensitizing antibody 
(or reagin, as Coca preferred to call it) by 
Prausnitz and Kuestner. This event, in turn, 
was largely the consequence of intensive in- 
vestigation into experimental anaphylaxis early 
in the twentieth century. Portier and Richet * 
provided the stimulus by finding that this haz- 
ardous state could be induced regularly in an 
animal by initially harmless proteins that 
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evoked antibodies. It was also noted that the 
lethal reaction to a later injection could be 
avoided if a series of small doses of the protein 
were administered in the interval. From these 
facts it was logical to postulate that asthma 
and other states resembling anaphylaxis were 
dependent on antibody formation in man. It 
was equally rational for Noon * to attempt to 
desensitize his pollen-allergic patients with re- 
peated small amounts of injected pollen ex- 
tract. The clinical success of the method 
brought wide acceptance of the antibody the- 
ory years before Prausnitz and Kuestner * de- 
scribed the first passive sensitization experi- 
ment with allergic serum. However, develop- 
ment of the Prausnitz-Kuestner technique soon 
disproved the hypothesis that Noon’s therapy 
operated through the neutralization of allergic 
antibodies. Indeed, Levine and Coca * not only 
failed to detect a reduced concentration of 
circulating reagins in the patient after a course 
of injections but often noted an increase in the 
skin-sensitizing power of the serum. Obviously 
the term “desensitization” was inappropriate. 
It was this challenge that stimulated the dis- 
covery of the blocking antibody. 


Premonitory signs of the discovery can be 
found in the European literature of the late 
1920’s. van Leeuwen and Kremer ° and Jadas- 
sohn ° were puzzled by the neutralizing effect 
that occasional allergic sera exerted on ascaris 
extract and mold antigens when the latter were 
tested for activity in sensitized skin. Although 
they assumed the phenomenon stemmed from 
an unusual quantitative relationship between 
reagin and antigen, it was not long before 
Gyérgy and co-workers * and Woringer re- 
ferred to the unique antibodies of allergy and 
of immunity, as differentiated by complement 
fixation. By 1935 the Roosevelt Hospital 
group ° focused interest on the dual antibody 
concept by observing that the humoral neu- 
tralizing quality was restricted to those pollen- 
susceptible individuals who had recently taken 


injections. When their sera were mixed with 
pollen extract and examined in normal skin, 
the specimen obtained after therapy often 
evoked less whealing than that procured be- 
fore the course had been instituted. Also, more 
allergen was now required to “use up” the 
skin-sensitizing capacity. To explain these dif- 
ferences between pre- and post-treatment 
samples, the group postulated the development, 
during Noon’s type of therapy, of an immune 
factor that differed from reagin. Indeed, it 
appeared to inhibit rather than induce the 


wheal and flare reaction so characteristic of al- 
lergy. Because they were unable to reproduce 
the blocking phenomenon in naturally allergic 
skins when they tested mixtures of serum and 
allergen, they concluded that the hypothetical 
factor did not act on the latter but interfered 
with whealing in some other, “peculiar” way. 
In 1937, while experimenting in Cooke’s 
laboratory, I succeeded in producing antibod- 
ies for pollen in 3 normal subjects.*° Their 
antisera possessed the blocking principle but 
lacked all sensitizing power, as judged by the 
Prausnitz-Kuestner technique of passive sensi- 
tization. At the same time, Cohen and Nelson ** 
were independently producing the analogous 
immune state in normal sheep by means of 
pollen injections. Although it was natural to 
infer that this type of antibody was also 
formed by pollen-susceptible patients during 
Noon’s therapy, efforts to substantiate the as- 
sumption were frustrated by the fact that both 
the blocking factor and the coexistent reagins 
contributed to the end points of the Prausnitz- 
Kuestner method employed, and there was no 
way to quantitate their separate contributions. 
By virtue of my observation that the blocking 
capacity of antisera from pollen-inoculated, 
normal subjects was unimpaired by tempera- 
tures that were known to inactivate reagins, a 
means became available for the separate meas- 
uremen. of blocking factor in the post-treat- 
ment specimens of allergic individuals.’ No 
difference could be detected between the effect 
of such heated samples on antigen and that 
exhibited by heated or unheated serum pro- 
cured from immunized, normergic subjects. 
Thus, the blocking phenomenon was explained 
and Cooke’s theory was substantiated. 
Characterization. The newly discovered 
antibody was regularly formed regardless of 
the normergic or allergic state of the recipient 
of pollen injections. Added to an urticariogenic 
mixture of reagins and allergen, it inhibited the 
usual whealing response of normal skin. Fur- 
thermore, when sufficiently little allergen was 
tested, the antiserum also blocked the typical 
urticarial reaction of naturally allergic skin.’* 
This indicated that Cooke’s earlier trials with 
mixtures of post-treatment serum and allergen 
had failed only because excessive amounts of 
antigen had been used. (Allergic skin is a 
more delicate barometer for traces of allergen 
than is artificially sensitized skin.) Although 
the antigen-neutralizing capacity was definite, 
it was limited. In fact, the usual whealing re- 
sponse resulted if too much allergen was intro- 
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duced into a mixture. From this situation it is 
obvious that antigen was bound preferentially 
by the blocking factor, despite the presence 
of competing reagins. Furthermore, the se- 
quence of mixing the three components in a 
test tube had no influence on the outcome of 
the biological test. 

The blocking antibody differed from reagin 
not only in its capacity to resist heat but also 
in the rapidity with which it disappeared from 
inoculated skin.’? Furthermore, only this in- 
duced antibody appeared in the cord blood of 
a newborn infant whose mother was fabricat- 
ing both types.’* As aforementioned, it ap- 
pears to be elicitable in members of the general 
population whereas reagin development has 
some hereditary prerequisite. Finally, it mi- 
grates during free electrophoresis at the rate 
of the gamma globulins of the plasma,"* where- 
as reagin exhibits the greater mobility of the 
beta globulins.** There no longer can be any 
doubt that the two bodies are distinct entities. 


Confirmation. Not only has the existence of 
the heat-stable, wheal-inhibiting factor for 
pollen antigens been confirmed by others but 
analogous antibodies have been described for 
other substances. A blocking agent in diabetic 
patients, for example, may account for insulin 
refractoriness,’*" while in psychotic individ- 
uals undergoing insulin shock therapy the same 
factor may explain the need for increasing dos- 
age.!? I have detected blocking antibodies as 
well as reagins for crystalline ovalbumin, con- 
albumin, bovine lactalbumin, beef and lamb 
muscle, silk, animal danders, and the venoms 
of wasps and bees. Animals also appear capable 
of developing the two competitive antibodies, 
as Wittich** and Weil and Reddin*® noted 
in dogs and cattle. 


Role. The clinical role of thermostable, 
blocking antibodies in man was clearly pro- 
tective, as judged by the results of transfusions 
of immune blood obtained from either nor- 
mergic *° or allergic ® donors who had taken 
a series of injections. In the case of the allergic 
patient managed by Noon’s therapy, however, 
the appraisal proved difficult because of nu- 
merous variables and technical complexities 
which enter into both the immunologic and 
the clinical evaluations. Circulating antibody, 
for example, cannot be measured with the 
usual precipitin, agglutinin, or complement- 
fixation techniques. Indeed, the only means of 
estimating blocking factor in serum is with 
some modification of the Prausnitz-Kuestner 
procedure. Unfortunately, most investigations 
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into its clinical role have depended on the older 
types, which call for the use of unheated 
serum. They consequently fail to exclude the 
variable introduced by the coexisting reagins. 
If, prior to setting up the mixtures of post- 
treatment serum and graded antigen, the for- 
mer had been heated to inactivate its reagins, 
this variable could have been obviated. It only 
would have been necessary to procure, from 
some untreated allergic person, a large supply 
of serum with which to create uniformly re- 
active areas in normal skin. Alternately, the 
search for unbound allergen in the serum- 
antigen mixtures could have been made direct- 
ly in the naturally sensitive skin of a patient. 
Indeed, in the so-called autotitration method, 
the donor of the immune specimen under 
analysis can himself be asked to serve as test 
subject. This device, first described by me,” 
and rediscovered by Maunsell,”* carries the 
added advantage that it eliminates the variable 
introduced by a borrowed test subject. Never- 
theless, it has certain of the shortcomings com- 
mon to all the serologic methods. 


Fortunately, most of these shortcomings can 
be avoided if, instead of examining the anti- 
bodies of the blood, one determines their 
presence in the patient’s tissues, particularly 
those involved in the clinical allergic disorder— 
the nose and eye, when hay fever is the com- 
plaint, and the bronchial membranes when 
asthma obtains. These tests have essentially 
outmoded serologic evaluations in my labora- 
tory, because they are so simple to do and 
because they reflect more reliably than the 
serum the clinical states of allergy and im- 
munity. In fact, the blocking antibody pro- 
duction associated with my past 10 years of 
experimentation with repository and multiple 
injection therapy has been guided chiefly by 
means of periodic tests of the conjunctiva that 
reveal the threshold of its response to instilled 
allergen. 

Meantime, difficulties involved in the clinical 
evaluation also have been met partially by 
studying the individual patient over a series 
of years instead of attempting to draw com- 
parisons among a group of subjects during a 
short observation period. Another boon has 
been the introduction of the daily diary, 
wherein the patient keeps a record of symp- 
toms in terms of hours and intensity. This is 
a valuable adjunct to the customary subjective 
estimates of improvement given by subjects at 
the close of the season of exposure. ; 


Despite dissenting voices, I have become 
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convinced, through the combined use of the 
longitudinal approach, serologic techniques, 
conjunctival tests, daily diaries, and patients’ 
estimates, that blocking antibodies play a pro- 
tective role in inhalant allergy.?*** This con- 
clusion has been reached in the face of a major 
difficulty that enters into clinical evaluations; 
namely, the influence on the patient of his 
knowledge that an injection has been made. 
Happily, there is now some promise of con- 
trolling this distorting factor. By virtue of the 
similar appearance and nonirritative qualities 
of emulsions containing either allergenic ex- 
tract or isotonic saline solution, the physician 
can undertake to conduct his immunizations in 
the double blind manner wherein he records 
all the immunologic and clinical results before 
learning the true composition of the prepara- 
tion injected. As this scheme has gradually 
enabled me to eliminate from the experimental 
group those members who prove to be clini- 
cally controllable with placebo repositories, the 
protective role of the blocking antibody is 
emerging more clearly. 

Practical Outgrowths of the Theoretical 
Studies. Regardless of the ultimate decision on 
the role of the blocking antibody, the assump- 
tion that it is protective has enabled me to 
shorten radically the preventive care of inhal- 
ant hypersensitivities.** At the outset, experi- 
ments in normal subjects revealed that block- 
ing antibodies are formed in an accelerated and 
enhanced fashion once a primary course has 
been completed.** When this fact was ex- 
ploited in allergic patients,?’ in combination 
with maximal intensification of therapy during 
each visit, it soon became apparent that effec- 
tive clinical resistance against airborne aller- 
gens could be achieved in as few as seven ses- 
sions. To accomplish this abbreviation of con- 
ventional courses, it was necessary initially to 
determine what concentration of blocking 
antibody represented a “minimal protective 
level” for each individual, and approximately 
how little allergen served to evoke it. Although 
the protective titer varied with the patient, it 
could usually be reproduced by injecting as 
small a total dose of allergen as 0.1 mg. of 
precipitable nitrogen. Inasmuch as this repre- 
sented only a fraction of the theoretical 
amount needed to “use up” the circulating 
reagins, as judged by the absorption type of 
Prausnitz-Kuestner test, desensitization was 
again disqualified as the explanation of clinical 
immunity, and the protective hypothesis for 
the blocking antibody was _ strengthened. 


Furthermore, the redundancy of traditional 
injections was made apparent. 


The foregoing efforts to shorten preseasonal 
therapy for pollen-susceptible individuals in- 
volved, as stated, the giving of maximal doses 
on each occasion. This was accomplished by 
injecting additional allergen at 20 minute in- 
tervals until a mild focal response developed. 
The latter was particularly sought during a 
first visit after some months of absence. The 
manifestations thus deliberately induced were 
borderline in intensity—a few hives remote 
from the site of inoculation, flushing of the 
palms or face, or slight hay fever. They dis- 
appeared with a little time or an antihistamine. 
The modest discomfort imposed on the patient 
was outweighed by the great advantage to the 
physician of learning the limits of safety with 
injected antigen. As a consequence, serious 
adverse reactions could all but be eliminated 
from future therapeutic efforts. 

This probing of the bounds of safety, along 
with associated conjunctival information, en- 
ables one to predict, for a new patient, the 
sequence of doses that can be taken when 
therapy is to be completed in minimal time 
without hazard. As a matter of fact, it was this 
approach alone that enabled me to devise the 
seven-visit courses without * misadventure. 
When the offending agent is perennially pres- 
ent, as in the case of house dust and animal 
danders, two or three such immunizations may 
be required during the year. 


Although seven-visit courses saved consider- 
able time and effort, the ultimate abbreviation 
in therapy has been achieved through applica- 
tions of the repository principle. The idea was 
inspired by the work of Freund in the early 
1940’s. He and McDermott,”* for example, 
showed that antibody production in animals 
could be strongly enhanced and also prolonged 
if the antigen were emulsified in mineral oil 
and placed in a muscle for slow release. Fur- 
thermore, Halbert and others 2° noted that, aft- 
er emulsification, the amount of toxin required 
to kill experimental animals had to be increased 
tenfold. With these promising results in view, 
the repository principle was judiciously ap- 
plied to human subjects in 1947.°° Absorption 
from a subcutaneous depot was so retarded that 
pollen-sensitive patients tolerated from 5 to 
10 times more allergen than they had ever been 
able to take safely in plain form during an 
initial treatment. Since that time, it has proved 
feasible to raise the tolerance ratio to 12.5 and 
even 20. Thus far, none of the 1,500 reposi- 
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tories employed has been fortified with acid- 
fast bacilli, albeit this component of Freund’s 
standard emulsion enhances its immunologic 
effect decidedly. Numerous pollens, animal 
danders, house dust, and similar therapeutic 
allergens have been used successfully in emulsi- 
fied form in my patients. 


Inasmuch as comparisons between reposi- 
tory and multiple injection therapy for 117 
patients with ragweed allergy just have been 
reported for the period 1947 through 1955,”* 
only a summary is needed here. Treatment in 
successive years has been alternated from one 
to the other type of management in a random 
fashion, so that the relative effectiveness and 
safety of the two could be evaluated for each 
member of the group in a longitudinal man- 
ner. A total of 448 depots and 308 multivisit 
courses are involved in the report, and the 
data have been analyzed for statistical signifi- 
cance. Safety, as gauged by the incidence of 
untoward reactions to injection, was found 
comparable for the two types of prophylaxis. 
Likewise, clinical effectiveness appeared simi- 
lar for the two, when the postseasonal opinion 
of the patient and his recorded hours of hay 
fever served as criteria. Although conjunctival 
studies suggested that the repositories stimu- 
lated the antibody-forming tissues somewhat 
less strongly than did the multiple injections, 
the difference in blocking antibody output was 
so small as to have little practical meaning 
despite its statistical significance. The reposi- 
tory method offers, therefore, a great economy 
in time without sacrifice of clinical efficacy or 
safety. 

The true incidence of adverse reactions with 
the new procedure is, as a matter of fact, rath- 
er lower than the 5.7 per cent listed in the re- 
port, for the reason that the latter included 
all the data of the first, highly experimental 
years. Indeed, between 1949 and 1952, reac- 
tions were encountered after only 3 per cent of 
depot treatments; and in 1957 there were but 
two untoward episodes, both of slight to mod- 
erate intensity, following 73 such treatments. 
Fewer than 10 adverse responses have ever 
given cause for concern, and all these arose 
during the first four years of trial. There have 
been no fatalities. Meantime, to encourage opti- 
mal antibody output, doses have been raised 
from an original total of 0.01 mg. to as much as 
10 times this value. Concurrently, the number 
of injections emvloyed for depositing the emul- 
sion under the skin has been gradually reduced 
until it amounted to an average of 3.2 in 1957. 
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Immunologic guidance, combined with close 
scrutiny of the patient for signs of intolerance, 
has permitted these changes without elevating 
the incidence of adverse reactions. 

Multiple injection therapy, which has al- 
ways been an integral part of the repository 
program, has also been intensified and short- 
ened under immunologic direction. Whereas, 
for example, orthodox courses involved as 
many as 40 visits a year in 1939, they now re- 
quire only 7 sessions. At the same time, dosage 
has dropped from an initial 1.0 mg. to between 
0.05 and 0.1 mg. of precipitable nitrogen per 
year—the amounts also prescribed for reposi- 
tories. Although focal responses would be ex- 
pected to arise more frequently than during , 
traditional management entailing many more 
visits, they are characteristically mild in in- 
tensity and usually abate spontaneously. Their 
incidence does not, at any rate, exceed that 
reported by conventional allergists, Vander 
Veer asserting that 1 in 10 allergic patients can 
be expected to exhibit adverse responses to 
therapeutic antigen. 


A Complication of Repository Management. 
An occasional individual has become disturbed 
by the persistence of the nodule that character- 
istically is palpable under the skin following 
repository therapy. Such fibrotic reactions of- 
ten last about a year. Anxiety has been as- 
suaged by assuring the patient that no abscesses 
have been engendered by my mixtures and 
that the vehicle is noncarcinogenic.** 

When an attempt was made to substitute a 
vegetable oil for the petrolatum in the emul- 
sion, the incidence of adverse reactions was 
distinctly increased, due to the more rapid 
release of allergen from the former. It had 
been hoped that this would not be the case, 
since vegetable oil can be catalyzed by the 
body and unduly persistent nodules are for 
this reason relatively rare. There is no ques- 
tion, however, that mineral oil provides a safer 
vehicle than vegetable oil, at least for pollen-, 
reactive individuals. For some reason as yet 
obscure, house dust appears to be tolerated al- 
most as well in corn oil as in the standard 
vehicle (which has caused no reactions). Since 
this finding suggests that house dust might be 
the ideal allergen for use in the exploratory 
trials of the physician commencing repository 
therapy, results with the two types of house 
dust emulsion will be synopsized at this point. 

Results with Repositories of House Dust. 
The antigen selected for these emulsions was 
freshly extracted from a large supply of vac- 
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uum cleaner collections made in a New York 
City apartment hotel. The extract was con- 
centrated to 45 its original volume by suc- 
tion evaporation in a Craig concentration de- 
vice,** which precludes freezing and which 
I have adapted to maintain sterility. At inter- 
vals ranging from 4 to 12 months, 9 clinically 
allergic individuals have taken a total of 26 
vegetable oil emulsions of this dust concen- 
trate. Doses, in terms of the original extract 
before evaporation, varied from 5 to 11 cc. 
Although each treatment was completed by 
means of a single injection, only 3 individuals 
had an adverse response. One developed a 
number of hives in 16 hours, a second suffered 


; mild itching within 25 minutes, and the third 


noted an exacerbation of her atopic dermatitis 
for three weeks. Of the 22 repositories that 
were followed by clinical reports, 19 provided 
either excellent or good control while 3 were 
unrewarding. Clinical benefits were evident 
within 2 to 28 days (median, 12 days), and 
began to lapse 1.5 to 1f months (median, 5 
months) after therapy. 


When mineral oil was the vehicle, 23 reposi- 
tories of dust concentrate under the skin of 19 
subjects provided them with the equivalent of 
5 to 10 ce. of original extract. There were no 
adverse manifestations to these single injections. 
The clinical result was judged to be excellent 
or good for 22 of the depots, fair for 1. Con- 
trol began in 1.25 to 3 months (median, 2.5 
months), and began to ebb 4.75 months to 12 
months (median, 5.5 months) after treatment. 
Because of the time and effort needed to pre- 
pare dust concentrates, they are being replaced 
currently with a concentrate of mattress-fac- 
tory dust provided by Endo Laboratories, Inc. 
The first 2 patients have accepted doses of 
12.5 and 27 mg., respectively, without incident, 
whereas the top dose reached during orthodox 
therapy is ordinarily 2.5 mg. It is too early to 
report results. 

Experiments with Placebo Repositories. Be- 
cause allergen is so slowly released from petro- 
latum emulsions, there is almost no immediate 
irritative response to repositories. The double 
blind experiment can therefore be carried out 
in hypersensitive individuals for the first time, 
inasmuch as neither the physician nor the pa- 
tient can discriminate between the active and 
the inert preparations at the time of therapy. 
When 51 ragweed-allergic subjects who had 
demonstrated their capacity to respond well 
clinically to pollen injections were studied 
during an eight year period of alternating 


placebo and repository management, the lat- 
ter proved far more effective on the average 
than the placebo. However, it was surprising to 
find that about one third of the members were 
as satisfied with inert preparations of emul- 
sion as they were with active ones. Meantime, 
only the pollen-containing emulsions showed 
any tendency to stimulate the output of block- 
ing antibodies, as judged by ophthalmic tests. 
Thus, the clinical control reported by the 
placebo-responsive members must have de- 
pended on some factor other than this anti- 
body, and could well have been psychogenic. 

In any event, the inert emulsion, which con- 
tains isotonic saline solution in lieu of extract, 
can now be employed to separate the placebo- 
responsive members of an experimental group 
from others who relapse after such manage- 
ment. Only those who discriminate between 
the two preparations can be relied on to judge 
the clinical efficacy of the bona fide emulsion 
—or of any other injected material, for that 
matter. They too must be responsible for the 
ultimate decision on the clinical role of block- 
ing antibody. Indeed, re-evaluations of my ex- 
perimental data after this type of screening 
are already lending further support to the pro- 
tective hypothesis. 

Trials with Repository Therapy Elsewhere. 
Because of the large doses involved and the 
prospect that any adverse developments will 
prove more sustained than with traditional 
allergen, the repository method cannot as yet 
be advocated for general use. A possible ex- 
ception to this statement is house dust emul- 
sion. Limited trials with ragweed emulsions 
from my laboratory have, however, been made 
by Mitchell ** during the past two years and 
by Brown * in 1957. Whereas the former fol- 
lowed my plan of withholding treatment until 
therapy had lapsed for .at least six months, 
Brown selected over two thirds of his patients 
from a group undergoing current, multivisit 
immunization. Furthermore, as a precaution 
against adverse reactions during his first ven- 
ture with the method, Brown preceded therapy 
with a subcutaneous injection of 0.3 cc. of 
long-acting epinephrine (Sus-Phrine) and kept 
his patients under continuous, oral antihista- 
mine control for 48 hours thereafter. Although 
he believes he may have obviated some sys- 
temic responses by this protective step, there 
were nevertheless two moderate episodes after 
38 repository administrations—an incidence 
equal to that encountered during my first nine 
years of experimentation and surpassing that 
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of 1957. Interpretation is complicated by the 
fact that a majority of the group had already 
started orthodox courses. It will, however, be 
possible to estimate how much blocking anti- 
body they were producing at the time of the 
repository treatment, providing conjunctival 
tests are repeated after about nine months of 
freedom from injection. (The influence of the 
emulsion will have ceased by then, and the 
production of blocking factor will be negli- 
gible.) The presence of this antibody would in- 
crease the tolerance for injected allergen and 
thereby lower the adverse reaction rate. The 
clinical effects of these trials have been such 
that both physicians wish to extend their ex- 
periments next year. Indeed, only 3 of Brown’s 
38 recipients of emulsion reported more hay 
fever this season than in 1956, the rest exhib- 
iting satisfactory immunity which surpassed 
that of the preceding year, when many took 
conventional courses and when there was less 
pollen. 


It should be remarked at this point that the 
idea of preventing untoward reactions has a 
strong appeal, especially for the physician and 
patient facing a first experience with emulsified 
antigen. It seems conservative, however, to 
postpone this adjunct until the tolerance of the 
patient has been explored. A knowledge of the 
limits of safety, utilized in conjunction with 
ophthalmic classification and a detailed record 
of localized responses to nonemulsified allergen, 
should ensure the absence of undesirable re- 
actions in all but about 2.5 per cent of trials 
with pollen emulsion. The disadvantages of 
routine adrenergic protection in advance of 
therapy are several. For one thing, manifesta- 
tions tend to be postponed for hours, as Brown 
found, and this is less desirable than having 
them appear, as they otherwise would, in the 
physician’s office: Secondly, the warning signs 
of an impending adverse response are obscured 
by epinephrine since it mimics them (tachy- 
cardia and hypertension). The physician thus 
may be unaware that one of his divided doses 
has taxed the patient’s limit of tolerance. 
Finally, when an overt reaction develops de- 
spite sustained adrenergic prophylaxis, one 
must turn to some other, probably less desir- 
able, antagonist of the antigen-antibody re- 
action. The most promising candidate today 
would be prednisolone, given into the circu- 
lation for rapid action. The risk, however, that 
this steroid might interfere with blocking anti- 
body development has to be considered, in 
view of the repressing influence of ACTH * 


1957 


on this immune response. On the whole, it 
would appear that the advantages of advance 
protection as a routine step in repository ther- 
apy are outweighed by undesired accompani- 
ments. There are, as a matter of fact, several 
other ways to minimize the risk of adverse 
developments in the occasional individual who 
requires such precautions (only 2.5 per cent 
in my recent experience). The allotted dose 
can be divided into two weekly treatments, it 
can be limited to less than the advocated 
amount, or it can be preceded by one or more 
preparatory treatments with ordinary extract 
during the few hours, days, or week preceding 
the regular dose of emulsion. 


SUMMARY AND CONCLUSIONS 


Both the repository and the seven-visit types 
of prophylaxis against inhalant allergy are out- 
growths of experimentation on antibody states 
in animals and man by numerous people during 
many years. They justify the encouragement 
of academic studies that, in this or any other 
field, may for extensive periods yield results 
with no practical implications. In the present 
instance, progress has rested on several as- 
sumptions that were supported only by logic 
until such time as experimental proof was 
forthcoming. One of these assumptions was 
that allergy in man, like anaphylaxis in ani- 
mals, depends on antibodies. Two decades 
passed before Prausnitz and Kuestner made the 
actual demonstration. Another assumption con- 
cerned the blocking phenomenon, first detect- 
ed by van Leeuwen and Kremer and Jadas- 
sohn; then brought into the orbit of the dual 
antibody concept by GyOrgy and others, Wor- 
inger, and the Cooke group; and finally proved 
by my experiments in normal man to depend 
on a new, heat-stable antibody. The strong 
logic underlying the assumption that this 


blocking antibody contributes clinical resist-_ 


ance is slowly being vindicated, despite wide- 
spread opposition. It is hoped that the sug- 
gested simplifications in immunization, in anti- 
body titration, and in clinical evaluation will 
inspire others to participate in an early elucida- 
tion of this basic problem. 
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Panel On Emotional Health of the Family” 


Rosa Lee Nemir, M.D.: Moderator 
Blandina Worcester, M.D.: Pediatrician 
Constance Friess, M.D.: Internist 


Miss Helen Parkhurst: Psychologist and Educator 
Sophia J. Kleegman, M.D.: Obstetrician and Gynecologist 


Grace Abbate, M.D.: Psychiatrist 
John Howland Lathrop, D.D.: Minister 


Dr. Elizabeth S. Kabler, President: 1 have a 
very pleasant task to perform. While it is a 
short one, it is a very big one, at least from my 
point of view. I am going to introduce to you 
a lady originally from Texas, who was gradu- 
ated from the University of Texas and Johns 
Hopkins Medical School. I have here in my 
hand two pages of fascinating material about 
the many academic responsibilities and profes- 
sional positions she has held for many years, 
but I am going to skip over those things to 
mention some of the other things that are rele- 
vant to today’s program. I will say that she is 
Professor of Pediatrics at the New York Uni- 
versity Post-Graduate Medical School. In ad- 
dition to being Director of the Judson Health 
Center, where she has had a great deal of 
experience in the care of entire families and in 
the study of patients within these families, her 
extracurricular activities include settlement 
work, being on the board of the Brooklyn 


* Presented at the AMWA Annual Meeting, June 2, 
1957, in New York City. 


Kindergarten Society, and being Program 
Chairman of the Brooklyn Friend’s School. In 
this latter capacity she has recently developed 
a program for the study of family relations, 
based on 110 questionnaires sent to high school 
students and on essays written by 50 of these 
students concerning their concepts of the hap- 
py family. This project is closely related to our 
program for the coming year. Besides her pro- 
fessional contacts and her extracurricular ac- 
tivities in this field, Dr. Nemir is the mother of 
three children, which gives her added under- 
standing of emotional health. I am very happy 
that we have Dr. Rosa Lee Nemir as the Chair- 
man of the Publicity and Public Relations 
Committee. She has developed the program for 
this afternoon and has done very much to lay 
the foundation for the theme of the year— 
Emotional Health of the Family. It is with tre- 
mendous respect, admiration, and appreciation 
that I introduce Dr. Nemir. 

Dr. Nemir; Thank you for your kind intro- 
duction Dr. Kahler. 


shows on teen-agers. 


Dr. Nemir is Professor of Pediatrics, New Y ork University Post-Graduate Medical School. 

Dr. Worcester is Associate Professor of Pe tiatrics, New York University Medical School, 
and Director of Pediatrics, New York Infirmary. 

Dr. Friess is Assistant Professor of Clinical Medicine, Cornell University Medical School, 
and Associate Attending Physician at New York Hospital. 

Miss Parkhurst is a psychologist, educator, and a director of national radio and television 


Dr. Kleegman is Clinical Professor of Obstetrics and Gynecology, New York University 
Medical School, and Charter Member of the American Association of Marriage Counselors. 

Dr. Abbate is Research Member of the staff to the Children’s Development Center, Yale 
University College of Medicine, New Haven, Conn.; Lecturer, New York Psychoanalytic 
Institute, and Board Member of the New York City Community Mental Health Group. 

Dr. Lathrop is Minister Emeritus, First Unitarian Congregational Church, Brooklyn, N.Y. 
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The title, “Emotional Health of the Fam- 
ily,” deserves looking at for just a moment. 
Emotional health has been highlighted a great 
deal in the present years, so that in April in 
New York City we had Emotional Health 
Week. That is a step forward in our society 
and certainly is different from our attitudes 
of some 20 or 30 years ago. I need not linger 
on the subject but only point out that perhaps 
this evolution stems from our previous con- 
centration on physical health for so long a time. 
Now we have reached the equally important 
aspect of emotional health. Why then do we 
talk about the family? Why not the emotional 
health of the individual? 

The family is the important unit in society. 
It is the one single institution in our society 
that is fundamental and perhaps essential to 
our existence and culture. Witness the fact 
that all anthropologists studying all peoples 
have found some type of family unity. It may 
vary somewhat in its organization and be like 
the very complex one in China or the very 
loose one in some of the South Sea Islands 
where the family unit exists for only a short 
time, but, nevertheless, there has always been 
a family. 

The great change in our society and all over 
the world seems to have altered the purpose of 
the family and its organization in today’s cul- 
ture. Even China, under its new political in- 
fluence, does not have the same rigid organiza- 
tion and closely knit family life it once had. 
Fundamental in the change in our own society 
is the change from rural to industrial life. In 
early times the family had cohesiveness; the 
members worked together economically and 
were mutually helpful to each other, actually 
existing as an economic unit. The girl learned 
her role as mother by actually living with and 
learning from her mother. The boy often 
learned his trade from his father, and the father 
role was very important. Now, with the shift 
from rural to urban life and to industrializa- 
tion, the father is away from home a great deal 
of time. Children very often do not know the 
nature of the father’s work, so that the father 
has lost, in a sense, his authoritative position 
in the family. His role is now primarily that 
of an adviser. These are only some of the 
changes. 

I would like also to mention some observa- 
tions from Kommarovsky’s book “Women in 
the Modern World,” which deals with, among 
other things, the employment of mothers. That 
role is new too, as you well know, and is in 


part an outcome of World War II, when 
women were actually needed in industry. At 
that time they learned they could function well 
in both places—at least comfortably for the 
family. Four out of five college women work 
after marriage. In terms of mothers who are 
employed, the figures are something like this: 
under 30 years of age, 9 per cent; from 30 to 
40, 16 per cent; and over 40, 27 per cent. These 
figures show another change in the life of to- 
day’s family. We have then, as you see, sev- 
eral factors that must be taken into account 
when considering the family—the economic 
life, urbanization, the change in the role of the 
father, the mother as a gainfully employed 
person, and the lack of cohesiveness because 
of many pulls in society that are sometimes 
beneficial and sometimes harmful. 

Finally, we must say something about com- 
munication mediums and their effect upon 
the family. With increased communication 
through radio, television, and air travel, the 
world is one big family and the stimulus that 
comes from it is very real and influences 
changes in the life of the family. 

We hope today to be able to come up with 
a few thoughts for your branch programs; for 
use in your communities for PTA meetings, 
for work in your office, and for helping the 
families that come to you for assistance; and 
perhaps for our own mutual enrichment and 
use in our own homes and particular families. 

I would like to introduce the first member 
of the panel. She is a pediatrician, a very dear 
friend of mine of long-standing, the mother of 
two children, Associate Professor of Pediatrics 
at New York University Medical School, and 
the Director of Pediatrics at the New York 
Infirmary. For many years Dr. Blandina Wor- 
cester has been a member of a behavior clinic, 
together with Dr. Ruth Bakwin, at New York 
University and at Bellevue, where she has 
listened to many, many problems. She is also 
the physician at the Chapin School and there- 
fore knows about children of all ages and all 
economic groups. I have asked Dr. Worcester 
to talk about “Parent-Child Relations as Seen 
Through the Eyes of a Pediatrician.” 

Dr. Worcester; Pediatricians have largely 
accepted the responsibility of trying to help 
parents bring up their children to be emotion- 
ally as well as physically healthy. We know 
that our job is to try to secure evenly balanced 
maturation in the physical, mental, and emo- 
tional fields, and to allow a child to function 
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at the best of his capacity, according to his 
maturity and his gifts, without pushing him 
beyond that capacity. We are not sure of how 
to achieve perfect emotional health in a child, 
but I do think the majority of pediatricians are 
striving for it. 

What are parents doing? I think that parents 
are desperately trying to bring up their chil- 
dren to be emotionally healthy. It is no joke to 
say that all mothers bring up their children to 
be President; figuratively, they really do. There 
is nothing dearer to a mother’s heart than the 
wish for success of her child as a person. 
No matter how outlandish some of their tech- 
niques and methods are, I am perfectly con- 
vinced, having talked to many, many, parents, 
that they do these things with the good of their 
child at heart. The parent who beats the child 
every day very hard with a strap, the parent 
who never says no, no matter what the child 
does, the parent who turns the child out on the 
street all day long and refuses to let him come 
into the house, and the parent who never al- 
lows the child outside for fear he may be 
corrupted by the neighbors’ children are all 
working toward the same goal—to turn out a 
child whois a successful person. 

I think that parents work terribly hard at 
bringing up their children. As a matter of fact, 
I think that more of them work too hard at 
it than too little. I find that parents continue 
to bring up their children for 15 or 16 years, 
still scolding and punishing them and not at 
all satisfied with what they have accomplished 
in all these years. Why is this? I think, perhaps, 
that their goals are somewhat confused and not 
well defined, and sometimes their techniques 
are not all they could be. We will grant, how- 
ever, that both parents and pediatricians are 
aiming for the emotional health of the family. 
Then, what are the problems we face? 

The last statistical data I heard stated that 
1 person out of 12 in the United States is go- 
ing to spend part of his lifetime in a mental 
institution. We know potentially normal peo- 
ple may break down when the problems of life 
become too hard for them. Is there anything 
we can build into a child that will make him 
more able to withstand the hard blows that life 
has in store for him? The other problem we 
have to face is what we shudder at in the news- 
paper every morning—the crimes that are 
perpetrated by young people. What are we 
doing, and what more could and should we 
do to change the amoral attitudes and actions 
of the juvenile delinquents? 
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I think there is something that we should do. 
I think that parents, pediatricians, psychiatrists, 
and all of us should start to be more concerned 
with a human dimension that has been sadly 
neglected in the last two generations. That 
dimension is character. I think that character 
founded on perception, acceptance, and im- 
plementation of moral and spiritual values is 
something that we all must start working for 
right now. I do not think that it is possible to 
achieve emotional health in a child or in a home 
without it. Certainly, it is an attribute of a 
mature human being. Certainly, it is one of the 
culminations of evolution. I see no reason to 
neglect it any longer. If we are interested in the 
child as a whole, then I think all of us should 
start to be concerned about these values. 

Of course, parents must make up their own 
codes and know what qualities they would like 
to build into the character of their children. I 
think that, once having made up their minds 
as to what standards they want their children 
to have, they should keep these codes in the 
forefront of their minds and should act upon 
them themselves and encourage their children 
to live up to them. It seems to me that one 
cannot start too soon with these principles. The 
infant should absorb them with his mother’s 
milk and his daily bread. As I have said, par- 
ents should formulate their own codes of be- 
havior; but, just as an example, I have tried 
to analyze for myself what traits of character 
I would try to develop in a child. I think that 
the following would be my goals. 

First, I would put love of life. 1 think that 
we should try to develop in our children a 
real joy in life. I put this first because, without 
it, life is not worth living. It is not hard, even 
in a small child, to see the difference between 
a sad, lackluster eye and an eye that sparkles 
with admiration for everything upon which it 
looks. If one observes a ward full of young 
babies in a hospital, I think one can be abso- 
lutely certain that an attitude either for or 
against life may be well established during the 
first year. Adolescents who have been deeply 
imbued with the joy of life will not be among 
those who glory in being cynical, who dis- 
parage human motives and life itself, and who, 
as a final gesture, take their own lives. 


My second goal is love for other people, 
beginning with the parents and extending to 
the ever-increasing circle of family and friends. 
This is, of course, as we all know, essential to 
normal emotional growth and leads to kindness, 
consideration, tolerance, and good manners. 
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My third goal would be honesty. 

Fourth, I would put willingness to work and 
the development of good work habits. 

Fifth, I would put moral courage to face 
reality. 

Sixth, I would place fortitude in suffering. 

My seventh goal would be a good balance 
between self-confidence and humility. 

My eighth goal would be a good balance be- 
tween self-expression and respect for the self- 
expression of others. 


My ninth goal would be enjoyment of play, 
learning to co-operate in a group or on a team, 
and willingness to accept defeat with cheer- 
fulness and victory with modesty. 


Tenth, and not at all least, I would try to 
cultivate a relish of fun and a sense of humor. 


These are the qualities that I would try to 
build into a child’s character from the begin- 
ning, in the hope that it would help him to 
meet life with self confidence, give him cour- 
age to accept reality, and imbue him with a 
real joy in living. How can we achieve all of 
this? Let us try at least to know our goals, 
our standards, and our ideals of conduct. Let 
us try to adhere to them ourselves—steadfastly, 
consistently, and to the best of our ability. 
Example is the greatest teacher and children 
learn most by imitation. To behave well our- 
selves is the only hard part of bringing up 
children. The rest is easy. 

Dr. Nemir; Dr. Worcester, I note in your 
paper a positive good will and a love that 
weaves its way through it all. It leads me to 
say that one of the other things about the fam- 
ily today is our insistence upon TLC—tender, 
loving care. That is an expression that belongs 
to our own age. It is this centurv. It is an 
attempt to get love into the emotional life of 
all of us including those in institutions. 

Next we would like to have a look at the 
family as seen through the eves of an internist. 
The person who will discuss that for you is 
most eminently qualified to talk about the 
family from that standpoint. She takes care of 
many families who adore her, and I have never 
sent a patient to Dr. Connie Friess who did 
not come back full of praise. Dr. Friess is As- 
sociate Attending Physician at New York Hos- 
pital and Assistant Professor of Clinical Medi- 
cine at Cornell University Medical School. She 
is the mother of two fine children and the wife 
of a physician. Both she and her husband are 
very busy but have a full and active life with 

* their two children. Dr. Friess can tell us a 


great deal about family life from the standpoint 
of the parents as well as the children. 

Dr. Friess:; An emotionally healthy family 
has as its focal point a sound mother-father re- 
lationship based on mature love, respect, and 
understanding. Each child irrespective of age 
has his or her contribution to make, a delicate 
balance of give and take. This inner nurturing 
must, for a healthy family life, be oriented to- 
ward a larger life outside the family—toward 
the church, the school, the local community, 
the state, and the country. The family whose 
members are completely absorbed with one 
another and completely dependent upon one 
another is unhealthy. The family with a firm 
religious belief is more apt in my experience to 
be emotionally healthy, but this is not univer- 
sally true. Obviously when I talk of a healthy 
family I do not imply a family free from 
strife, difficulties, or discouragements, for these 
seem to be an integral part of life. 

For the internist it is usually the mother or 
the adolescent children who open the door to 
the inner sanctum. Less frequently, it is the 
father or the grandparents. By the time the 
internist sees the family the all-important 
mother-father relationship is already firmly es- 
tablished. The internist’s greatest influence to- 
ward emotional health is in the parent-child 
sphere and later in the children’s prevaration 
for marriage through premarital interviews and 
examinations. 

The family members, however, all share 
in common stress periods. The chief of these 
periods is the birth of a baby, especially the 
first-born. Other stress periods are the adoles- 
cent or “rock and roll” period, the marriage of 
these same children, the years of waning of the 
gonadal function, namely, the menopause, the 
advent of the grandchildren, and lastly the 
care of the aged grandparents who, previously 
independent, become the responsibility of the 
children, either through economic pressures or 
illness. In or out of these settings of family 
strain occur the specific illnesses for which the 
patient or his family consults the doctor—can- 
cer, cardiovascular disease, accidents, alcohol- 
ism, or neurotic or psychotic disorders. And 
these specific illnesses par excellence cause the 
emotional disequilibrium in the family. 

The multiplicity of roles that the internist 
must play in order to restore his patient’s health 
with the least amount of family disruption is 
illustrated by two examples. 


A 34 year old woman consulted me about 
the care of her widowed 73 year old mother, 
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who was an ardent Christian Scientist. The 
mother had classical symptoms of carcinoma 
of the colon for two years and was in con- 
siderable pain because of obstruction. On the 
advice of a lay friend she had gone to a labora- 
tory and had a gastrointestinal series taken, 
which showed a large diaphragmatic hernia. 
She refused a barium enema because she was 
afraid of it. Ten days later the patient herself 
came to the office. She had a large lower quad- 
rant mass on the right side, and the barium 
enema next day showed the expected filling 
defect. I reported this to the daughter who in 
turn reported it to her four sisters. They 
agreed that I was not to mention the word 
“cancer.” The same day I told the patient that 
she had an almost total obstruction of the colon 
and should have an operation. The patient was 
very upset. She was not prepared for this, and 
she said she would have to think it over. Now 
all of the five daughters were married. One 
was recently widowed. One was an ardent 
Christian Scientist just like her mother, and 
two had had cancer before the age of 40. A 
week passed, and then I was asked to see the 
five daughters and three of their husbands for 
a family consultation. At this conference, dur- 
ing which I pointed out the necessity for oper- 
ation, I became aware of many antagonisms, 
rivalries, and completely unrelated factors that 
played into this situation and resulted in bad 
sibling relationships. These daughters had been 
overprotected since their father’s death, and 
the dichotomy of Christian Science and medi- 
cine was also largely at fault. The men, who 
were less emotionally involved, were of enor- 
mous help, but they each admitted to me pri- 
vately that grandmother’s situation had for two 
years disrupted their lives. Eight weeks after 
my examination a surgeon in Connecticut re- 
moved an enormous adenocarcinoma of the 
ascending colon, which miraculously showed 
no gross involvement of liver or nodes. Three 
weeks later the patient returned to New York 
and to me. She was having epigastric pain and 
was vomiting frequently. The surgeon believed 
this to be due to the diaphragmatic hernia and 
she was receiving, in addition to a special diet, 
Pro-Banthine, Gelusil, Demerol, Tuinal, intra- 
muscular iron, and vitamins. When I saw her 
she stated that she was in agony; in order to 
quiet her I offered her a hypodermic. She 
stated that it would be much too painful. We 
had another family conference and many tele- 
phone calls. These revealed that the friction 
between the daughter who was a Christian 
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Scientist and the four other daughters had 
reached fever pitch and that each group was 
bringing pressure to bear upon the patient. It 
was obvious that the symptoms were not due to 
the diaphragmatic hernia but to the emotional 
conflict between the desire to return to Chris- 
tian Science and the fear of abandoning medi- 
cine. With a great deal of patience, what ap- 
peared to be a deadlock was ultimately re- 
solved by my visiting the Christian Science 
practitioner, who then helped the patient to 
stop using the medicaments. Since then, re- 
habilitation has progressed favorably. 

This case points up the tremendous bilateral 
interdependence of an elderly mother and five 
grown daughters, which became exaggerated 
after the death of the patient’s husband, and 
illustrates the role that religion may play in 
the family constellation. It also points up the 
acute need of certain families for an enormous 
amount of a doctor’s time both to voice love, 
anxiety, or resentment and to secure guidance 
not only for the patient but for themselves. 

The second case is that of a mother and 
daughter. They sat side by side in the office— 
a tense, but not unattractive, 45 year old wom- 
an and her obese, somewhat surly 15 year old 
daughter. When I called the young patient her 
mother rose also, but I politely asked her to 
wait. The young patient was pretty disgusted. 
Her weight had gone from 150 to 182 pounds 
in six months. Her menses had become irregu- 
lar. She was having headaches. Her school 
work had become poor, and things at home 
“were simply terrible.” Her mother never used 
to be so quick on the trigger. She was cross 
with her brother. She was sarcastic with her 
father. Life was pretty sad, and the only con- 
solation was the icebox. When the patient went 
in to undress for the examination, I called her 
mother in. She was very surprised when I 
asked her about her own health. She had flush- 
es, headache, insomnia, arthralgia, and a myriad 


of other symptoms. She said her husband had . 


become less attentive and was spending more 
time at the office, staying there late at night. I 
suggested that the mother come in for an ex- 
amination and secure help for her menopausal 
symptoms. I asked the young patient subse- 
quently to come alone to see me. After a 
few basic laboratory tests, a diet, small doses 
of thyroid, and a great deal of listening, she 
lost 20 pounds and had her first good time at 
the school dance. Six months later the father, 
whom I had never met, called me on the phone 
and thanked me for “helping his women.” He 
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said that family life was again something to 
look forward to after a hard day at the office. 
Here we see the ticklish situation of being 
equally helpful, sympathetic, and bipartisan in 
a bad mother-daughter relationship, provoked 
by adolescence on one side and menopausal 
strain on the other. Sometimes this cannot be 
achieved or resolved without finding another 
doctor for one or the other patient. 

In conclusion, it is apparent that every 
member of the family in a given situation con- 
tributes either positively or negatively to the 
health of that family. The internist, therefore, 
must develop a way of thinking about her 
patients that encompasses the other family 
members. She must understand their feelings 
toward the patient and his illness and, in turn, 
the effect of their attitude upon the patient. 
This, as you well know, requires time, wisdom, 
understanding, and patience, plus the use of all 
available specialty help when indicated. 


Dr. Nemir: Thank you Dr. Friess for point- 
ing up so nicely the interrelation of all mem- 
bers of the family. 

I hope that all of you are keeping in mind 
questions that come up as you listen to these 
various talks, as there will be a question and 
answer period at the end of the panel. 


Dr. Grace Abbate, psychiatrist, who is well 
loved in New York, will be the next speaker. 
I have been on programs with Dr. Abbate be- 
fore so I will begin by saying that she is a 
good psychiatrist and one of the most generous 
psychiatrists that I know. She has had experi- 
ence with patients of all ages. She is a research 
member of the staff to the Children’s Develop- 
mental Center at Yale, and has worked there 
with children for a long period of time. Some- 
times she gets up early in the morning and 
goes to New Haven, does her work there, 
and comes back to New York to take care 
of her many patients. In addition, she is a 
lecturer at the New York Psychoanalytic In- 
stitute. She has also been one of the founders 
of the League for Emotionally Disturbed Chil- 
dren and is a board member of that very inter- 
esting school. She is also a board member of 
the New York City Community Mental Health 
Group. Dr. Abbate will talk about “The Con- 
tribution Made by Each Member of the Family 
Toward Emotional Health.” 


Dr. Abbate: Dr. Friess made it very apparent 
in her discussion from the standpoint of the in- 
ternist precisely what the whole problem is 
that we are discussing today. In fact, she kept 


996 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


taking my points away from me as she talked. 
I will start with the husband and wife, who 
are the beginnings of the family. All the points 
made by Dr. Worcester about character devel- 
opment would be quite automatic if we had a 
young man and woman starting in marriage on 
a mature level. If the husband and wife are not 
mature, we are not going to have a mature 
family. And I, as a child psychiatrist, see, over 
and over again, youngsters who are the result 
of disturbance on the part of the mother and 
father. We have had very interesting observa- 
tions up at Yale, because we have taken for 
a study young families who are expecting their 
first baby and have studied these families now 
for seven years. Primarily our interest was in 
the development of the children, but in order 
to understand their development we had to 
work with the family and know the family. 
We have some fascinating material from these 
“normal” families—each mother presenting her- 
self was supposedly “a normal mother.” We 
have seen all the difficulties that almost every 
family encounters at one time or another and 
have had blueprinted for us just what the 
members of the family do for each other. Of 
course, as we work with a disturbed child in 
the clinic or in private practice our focus is 
the family. 

When I try to think of what each member 
of the family contributes, I get into difficulties 
because of the interplay back and forth, the 
conscious and unconscious “runnings around” 
in the family. Let us say that we have a 
reasonably healthy family with reasonably ma- 
ture parents; whether they are 19, 29, or 39 
does not really matter very much. What do we 
have to look for clinically if we must say what 
the mother, father, and children contribute? 
The first thing is that in parents who are rea- 
sonably compatible there is a give and take be- 
tween the mother and father, not just all giv- 
ing or all taking but a flow back and forth—a 
maturity (we can go into what maturity means 
later on). They want the child to begin with. 
The child has great meaning for them. It is 
going to be a fulfillment and a satisfaction, not 
just to keep the marriage together, or as a toy 
for the parents, but something that is tremend- 
ously meaningful to them. 


When I was coming here this morning there 
were two young men in their early twenties 
walking behind me on the street, and one said 
to the other: “Well, of course, I like girls 
better.” The other one said: “Well, I like girls 
better too, but you have to be content with 
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what you get. Better luck, old man—maybe 
next time it will be a girl.” Obviously they 
were two young fathers, both of whom had 
boys. Ordinarily we say that parents must not 
hope that the baby will be of a particular sex, 
but people are people and most like the first 
to be a boy; after that it can be anything. But 
we must not feel that a girl, born to a mother 
who with all her heart wants a boy, will be 
traumatized. Once the baby arrives, if we have 
reasonably healthy parents, it is well accepted, 
whether it is a girl or a boy. 

What do we look for in the mother with 
her first baby? We look for a mother who can 
really empathize with her child, who can get 
the clues from the baby as to what is causing 
the trouble (whether the child is hungry, wet, 
or cold), who can meet the needs of that in- 
fant as it goes along, and who can cuddle her 
baby—in other words a mother who is really 
giving love to her baby. At Yale we have mar- 
velous demonstrations: first, of the mother who 
holds her baby while giving it the bottle as if 
the baby were 1,000 miles away, and, second, 
of the mother who holds the baby and gives 
it the bottle as if the two were one. That is 
what the mother can give her baby in this so 
important first year—a real feeling of belong- 
ing. Out of this we get our roots from a psy- 
chiatric standpoint of what the character is 
going to be for this child as he grows. The 
mother is terribly important in this first year. 


Father is important too, primarily in the sup- 
port that he gives the mother in the first year 
as the child begins to move around and, in the 
words of most fathers, “become a human be- 
ing.” The child has to get a feeling of identity 
—of what is father, what is mother, what is 
male, and what is female. The father is ter- 
ribly important for the boy. He provides his 
son with a means of identification and imita- 
tion and is for the boy someone to copy and 
someone upon whom he can lean. For the little 
girl, he is a prototype of the men she is going 
to meet later on in her life. Father is important, 
but not just to be a companion to his children. 
I find many fathers who obviously become dis- 
tressed when they are busy and cannot go out 
and play ball on Saturday afternoon with their 
sons or take their little girls for some sort of 
similar activity. They feel that they are com- 
mitting a terrible crime by not doing these 
things. You can release their anxiety about this 
by giving them the feeling that the kind of 
presence with which they permeate the home 
is the important thing. 
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What about the children? We all know the 
myth about the only child being the neurotic 
child. Very often the only child is the neurotic 
child because mama and papa are too anxious 
about this only little chick. The child is kept 
immature. Maybe the little child was kept in 
the house all the time so that nothing could 
happen to him or her. I see many only children 
who are mature, adequate people, and who can, 
out of a structure of parent love and parent 
acceptance, return to the parent the kind of 
love that parents need also. 

I am putting the pressure on parents in this 
discussion today. When we talk to parent 
groups we try to play down the tremendous 
significance of parents, for all too often these 
groups include parents who have handled their 
children badly and who have tremendous guilt 
over what they have done. If we throw the 
full burden on the parents, they keep on doing 
wrong things and are not able to change. 

Most emotional difficulties of children can 
be blamed on the emotional climate of the 
home and on what the mother and father con- 
tribute, with the exception of a large percent- 
age of schizophrenic and organically disturbed 
children who certainly may have very healthy, 
adequate parents and still be very disturbed 
people. However, when we have the usual run 
of neurotic disturbances in children we must 
look at what is happening with the mother and 
father, not only in what they do but also in 
what they unconsciously provoke and precipi- 
tate in their children. 


I would like to say just one word about the 
normal resentment of every first child when 
the other child comes along. Parents today rec- 
ognize that they are sometimes too anxious 
about it. If the parents have a healthy attitude 
toward their children, the children work out 
their hostilities. And it is really good for them 
to learn early in their lives that they cannot 
absorb everything of the parents and have to 


accept their siblings. Children are able to give ° 


each other a tremendous amount, insofar as 
learning how to share and be considerate of 
other people in group relationships. This is 
extremely helpful to them when they get out 
into the world. I have run over my seven min- 
utes but will be glad to go into more things in 
the discussion period. 

Dr. Nemir: Thank you Dr. Abbate. We will 
certainly return to you later. , 

From the three talks so far presented, we 
have been looking at the family from the in- 
side. Very logically, we now follow the family 
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outside the home as reflected by the child in 
school. We have asked Miss Helen Parkhurst 
to discuss this for us, and I must say we are 
most fortunate in having her. She is a great au- 
thority in this field by virtue of her position as 
head of the Dalton School, because of her ex- 
perience in education, and also through her 
experience with young people in their own ex- 
pressions of what they want. My first knowl- 
edge of Miss Parkhurst goes back to the time 
when Dr. Worcester’s son was on a radio panel 
with Miss Parkhurst—that is quite some years 
ago. Miss Parkhurst was a pioneer in getting 
young people together and having them ex- 
press their ideas ad libitum on all sorts of topics. 
From these experiences she has learned a great 
deal of what they think of the family. 

Miss Parkhurst originated the Dalton Plan, 
well known to you I am sure, and was the 
founder and headmistress of the Dalton School 
from its inception in 1917 to June, 1942, when 
she resigned to join the faculty of Yale’s School 
of Education. In April, 1957, in recognition of 
her distinguished work, she was decorated by 
royal decree as an officer in the Order of 
Orange Nassau by Queen Juliana of The Neth- 
erlands, where the Dalton Plan has been the 
chief educational influence on Dutch educa- 
tion. She was the guest of the city of Rotter- 
dam, Holland, in 1952 at the dedication of The 
Helen Parkhurst Dalton School. She is the only 
American for whom a European school has 
been named. 


I am sure many of you know of her radio 
and television achievements. I have forgotten 
how many miles of radio tape Miss Parkhurst 
has made, but the quality of these tapes has 
been recognized by many awards. To cite a 
few, Miss Parkhurst received for “Child’s 
World” an award from the Radio and Tele- 
vision—Critics Circle in 1948; a special award 
from the Institute for Education by Radio, 
Ohio State University, in 1949; the Magazine 
Digest’s Good Radio Award in 1949; and the 
Citation of Distinguished Merit from The Na- 
tional Conference of Christians and Jews in 
1949. For “World of Sound,” done with blind 
children, she received the Grolier Award for 
the Best in Radio in 1954. The citation of the 
McCall’s Gold Mike Award, given to Miss 
Parkhurst in 1957, reads something as follows: 
“You are given this national award as a broad- 
caster who has performed the greatest service 
to youth during the preceding year through 
your teen-age program “Growing Pains.” 


Miss Parkhurst will tell us about “The Fam- 
ily as Reflected by the Child in His School 
Relations.” 


Miss Parkhurst: You have been hearing from 
doctors about the parent-child relationship: 
how the scientist from rigorous and long train- 
ing looks upon this relationship. Now we are 
to shift the spotlight to the school and see how 
the family is reflected by the child. As my re- 
searches have permitted me to record exten- 
sively some 5,000 children as they themselves 
describe this relationship, I would like to share 
some of these findings with you. Only recent- 
ly I finished an 18 month project for the 
Westinghouse Broadcasting Company, which 
devotes a major amount of its time to non- 
commercial, social service programs. This pro- 
ject meant trekking across the country and 
back, from Boston to Portland, Ore., to see 
and record teen-agers in their own home towns 
and to hear what they thought and felt about 
themselves and their problems. Now, how did 
they reflect the family? 


My approach was through direct inter- 
views, all of which were recorded on 150 miles 
of tape. The children ranged from 12 to 18 
years. They lived in Portland, Fort Wayne, 
Ind., Pittsburgh, Cleveland, Boston, New York, 
and in the environs of these cities. They also 
lived in small Connecticut towns that can be 
considered villages. 


Whereas medicine is a science, education is 
still struggling to achieve this status but has 
never quite come to grips with actuality. Until 
the classroom teacher can be trained as rigor- 
ously as the average physician this status will 
not be achieved. However, frequently, educa- 
tion is a great art. Perhaps it should remain 
naturally what it seems to be—a process. 
Whereas medicine often is required to begin 
with the finished material of experts, the edu- 
cative process must use raw material. In fact, 
a process cannot begin with the finished ma- 
terial of experts. It is well to remember this 
because we require different instruments for 
an uncolored qualitative diagnosis. 


We must also remember that when the child 
comes to school his family comes with him— 
not physically, but he brings his happiness and 
unhappiness, his last admonishings, and the 
misunderstandings and hurt feelings with him. 
These are unseen but strongly felt emotions 
that are just as much a part of him as is the 
sore thumb we can see. We can see that he is 
miserably taller or shorter or thinner or fatter 


J.A.M.W.A.—Vot. 12, No. 11 


= 
4 
: 
ty 
* 
— 
4 


EMOTIONAL HEALTH OF FAMILY 399 


than anyone else in his class, but we do not 
always appreciate that his education cannot be 
complete until we find ways to get him to re- 
veal his personal problems as they appear to 
him. The teacher must be able to care for the 
child’s needs. She can do this only by know- 
ing what these needs are. It is the child that the 
teacher must teach—not the arithmetic, read- 
ing, or history. As we teach and test him we 
find the family is reflected in his confusions, 
concerns, and patterns. The child is a potential 
that grows and matures into a man or woman, 
and for that reason he represents the greatest 
investment known in human history. This is 
the point where the doctor and educator must 
collaborate—dedicated to the human problem 
and its solution. Yes, the child brings the fam- 
ily with him and “there’s the rub,” for some- 
times at school immaturity meets arrested ma- 
turity in the form of adults with fixed ideas 
that stubbornly resist accepting the explosions 
in human acts that starkly reveal the child’s 
problem as it appears to him. Scientific training 
would help teachers at this point, for children 
must mature and grow. 


Whenever we succeed in some planned way 
to encourage personalities to reveal their con- 
fusions, their difficulties, and their feelings, we 
note that when the child is securely comfort- 
able in his environment he is relaxed and re- 
ceptive. Only when he is relaxed is he capable 
of attacking or managing the problem he faces. 
A tense, uncomfortable child feels guilty and 
closes up like a clam. He will not reveal his 
hidden confusions or the constellation of prob- 
lems that block his urges. If frustrated, not 
only will he not learn but he will not admit 
that he is wrong or that he needs help. Many 
adults are not aware of how perceptive a child 
can be. His perception is often greater than 
adult wisdom. I should like to give you some 
illustrations of what I mean. 


There is only time to present a single as- 
pect of an important problem, but this I pre- 
fer to a digest of theory. The questions are 
from actual records and can be heard. I re- 
gret that right now you are not hearing the 
children’s voices instead of mine. I shall use 
excerpts recorded in interviewing some high 
school girls from a small Connecticut village. 
They have never studied psychology and en- 
gaged in reminiscing about early experiences 
not consciously trying to tell me something 
they had been taught which might impress me. 
It was a thinking session for them as I ques- 
tioned them. 
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Miss Parkhurst: Did you ever hear people talking 
about children when you were very little and think 
that you didn’t agree with them? Can you remember 
any instances like that? 

Judy (16 years old): Well, 1 know that lots of times 
my mother and some friends would be having tea. I 
would be sitting there in a little corner. They'd for- 
get about me; they’d be talking about their children 
and I’d disagree with them. Lots of times I didn’t 
think they understood the children’s point of view. 

Miss Parkhurst: Over what kind of things did you 
disagree? 

Judy: Well, over the reasons they gave for why 
their children misbehaved. I didn’t think the kids 
felt that way at all when they were doing it. 

Miss Parkhurst: Can you go a little farther? What 
kinds of things did they say that you disagreed with? 

Judy: Oh, they thought their children were trying 
to get even with them by doing something bad. 1 
don’t think the kids were. They were just feeling 
very spirited and mischievous; actually they didn’t 
mean any harm at all. 

Hilda (17 years old): At those times a child feels 
like standing up right on his feet and defending him- 
self and shouting: “No, that isn’t true!” 

Miss Parkhurst: How old were you when you had 
these feelings? 

Hilda: There was one time when this woman came 
to the house. I was about 6, and I was chewing gum. 
And she made a remark. She said it was not very 
ladylike to chew gum in front of company. I know 
I was mad at her. 

Miss Parkhurst: Did she address her remark to you? 

Hilda: Yes. 

Miss Parkhurst: And what did your mother say? 

Hilda: 1 don’t think she said anything. 

Miss Parkhurst: You didn’t retort in any way? 

Hilda: No I didn’t. 

Miss Parkhurst: Did you ever become friends? 

Hilda: No. I dislike the person very much. 

Janet (17% years old): “I don’t think most adults 
realize that children think as much as they do. 

Miss Parkhurst: You mean they underestimate what 
children are able to get out of conversation? 

Judy: They underestimate what children under- 
stand, and children’s feelings. 

Kathy (17 years old): They underestimate the 
child’s reaction completely. 

Judy: Little children are a lot deeper than anyone 
gives them credit for. 


Stuttering is a common problem when sen- 


sitive children are not understood. Kathy, a 
girl of 17, had noted both the cause and re- 


action of her 4 year old brother whose problem — 


had not been understood by a nervous, quick- 
tempered father. Our conversation was as 
follows: 


Kathy: It was about Christmas time, I guess, and 
my brother was 4. At Christmas you're excited about 
everything and he apparently had wet his bed. My 
father was very cross with him and scolded and 
spanked him. Ever since then [the first instance], he’s 
stuttered whenever he wet his bed. Whenever he has 
an accident he stutters, and I think that just shows 
how he was affected. I think he’s afraid now, and 
every time anything like that will happen he'll be 
very frightened of it and make his bed over it so that 


‘ 
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my mother won't see it. [Here, Kathy naturally notes 
the child’s fear of discovery.] 

Miss Parkburst: Were you present when that hap- 
pened the first time? 


Kathy: Yes. 


Miss Parkhurst: Did he try to tell your father how 
he felt or did he ask your father to stop? 


Kathy: No, I don’t think little children say any- 
thing to defend themselves. He didn’t; he didn’t say 
anything. 

Miss Parkhurst: Did he say anything afterward? 

Kathy: Oh yes, “horrible daddy” or something. You 
know, he was hurt. He was very upset about it. [Here 
Kathy points out the child’s dislike of the father who 
failed to understand. | 

Miss Parkhurst: And he hadn’t stuttered before that? 

Kathy: He doesn’t stutter all the time—just if he 
has an accident. If he’s playing out-of-doors and for- 
gets to come in and go to the “john,” he'll stutter 
about it and get very upset. 


Miss Parkhurst: And your opinion is that it stems 
from this particular experience? 


Kathy: Oh, I really think it does. 


Now these are the raw materials that con- 
vince us that we must remake the school in 
order to care for emotional situations that 
cause deep-rooted problems. It must be re- 
made if our children are to be assured good 
mental health. 

Dr. Nemir: Thank you Miss Parkhurst. 

Now, I think we ought to turn our thoughts 
toward the beginnings of the family, which is 
marriage. Dr. Sophia Kleegman, whom all of 
us know, is going to talk to us about the physi- 
cian’s role in education for marriage. Dr. 
Kleegman was formerly president of Branch 
Fourteen (New York) of the AMWA, but all 
of us know her in other capacities also. She is 
one of the founder-members of the Inter- 
Society Cytology Council. She is a charter 
member of the American Association of Mar- 
riage Counselors and has been active in com- 
munity marriage counseling projects. She is 
a member of the International Fertility Asso- 
ciation and the American Society for the Study 
of Sterility. She is Clinical Professor of Ob- 
stetrics and Gynecology at New York Uni- 
versity College of Medicine, where we are 
colleagues, and she is a Diplomate of the Amer- 
ican Board of Obstetrics and Gynecology. Dr. 
Kleegman is a mother, physician, and counselor 
of almost every woman student who was ever 
graduated from the college, and she has de- 
livered many, many children. She has been 
active in international work as well as local 
activities. Dr. Kleegman will speak on “Edu- 
cation for Marriage.” 

Dr. Kleegman: Dr. Nemir, fellow members, 


and guests, there is no subject closer to my 
heart than the emotional health of the family 
and particularly education for marriage. In 
regard to the various factors in education for 
marriage and family life, 1 was waiting for one 
of the speakers to bring in the part that chil- 
dren play in educating the parents for family 
life. I do feel that an important prerequisite 
for speaking on this subject is the considerable 
amount of education I have had from my chil- 
dren about sex and family life. 


Generations differ a great deal in that re- 
spect. The other day I was driving cross-town, 
and those of you who live in New York know 
what it means to travel cross-town by car. 
The streets were solidly lined with parked 
cars as usual. In front of the car ahead of me 
crawled a big street-cleaning garbage truck. 
When that happens, you just roll along very 
slowly and stop at each house with the garbage 
truck. Of course, cars lined up in very short 
order. The car behind me began tooting away 
like mad. The street cleaner from the garbage 
truck sauntered over very leisurely, leaned his 
arms on the car of this honker, and said: 
“What’s the matter, buddy? Didn’t you get 
enough love when you were a baby so that 
you can wait patiently a few minutes until 
we get our work done?” So you see, even our 
street cleaner realizes the influence of the par- 
ent-child relationship on the personality of the 
adult-to-be. I am sure that the pediatrician of 
that street cleaner’s family must have been a 
student of Dr. Worcester’s. 


We do not only stem from our vrents’ 
genes but are also bred in the emotional climate 
of their personalities. Patterns of behavior are 
passed down from one generation to the next. 
Good family life must be founded on a good 
marriage. Building a marriage is not instinc- 
tive; it requires preparation and education. It 
is really amazing how education is the rule for 
everything we do and for every career that we 
have except for the two most important—mar- 
riage and parenthood. When should this edu- 
cation start? 

Education for marriage starts from birth and 
therefore must begin with the parents. But who 
is to educate the parents and when? The par- 
ents of previous generations have not had ade- 
quate preparation for their own marriages and 
for their own parenthood. We must start 
somewhere, and therefore my particular in- 
terest is to start to educate the parents before 
the children are born, and preferably even be- 
fore the marriage takes place. 
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We physicians have the unique privilege 
and responsibility of starting people off from 
the very beginning of the two most significant 
human relationships—the husband-wife and the 
parent-child. How do we meet this opportun- 
ity? I have time to discuss only one phase of 
the premarital interview. The premarital inter- 
view is compulsory by law in an increasing 
number of states. This brings most couples to 
the physician before their marriage; and what 
usually happens? Many premarital visits begin 
and end with the taking of a Wassermann test. 
Perhaps the heart and lungs are also examined, 
but a pelvic examination is usually omitted. If 
questions are asked, the answer is a pat on the 
back and a reassuring “Oh, let nature take its 
course!” Such a visit is of no help to the couple 
in establishing a good marriage. In our culture 
nature has not been allowed to take its course. 
Most young people approach marriage with 
some tensions, fears, and anxieties. “I’m afraid, 
I’m worried,” I hear most premarital couples 
say if given the opportunity to talk freely. 


Although sex relations are basic to marriage, 
the young couples know little of human anat- 
omy and nothing of sex physiology. Sex 
education starts in the cradle. The parents 
should have the knowledge of how to implant 
wholesome sex attitudes—a process that begins 
from infancy. Even college courses still are 
largely confined to the birds and the bees, ig- 
noring the role of the man and woman in 
marital relations. There is still as association 
of sex with sin. Marital relations are still 
thought of as a right or a duty rather than a 
mutual and joyous participation. How often 
have I heard the bride say, “When all your 
life you’ve been told that something is bad you 
can’t suddenly change overnight.” 


The premarital interview is a golden oppor- 
tunity for educating, or should I say re-edu- 
cating, instilling of wholesome attitudes, and 
eliciting fears, various areas of guilt, and po- 
tential trigger points. The interview should re- 
veal what they already know and how they 
feel toward marriage, each other, and toward 
their respective families. What do they expect 
to get out of marriage, what do they expect to 
give, and what are their attitudes toward sex 
relations? I keep on stressing attitudes over 
and over again. 

In regard to the bride, a pelvic examination 
is essential, not only to comply with the law in 
ascertaining that she is free of venereal dis- 
ease but also to see that she is anatomically 
ready for marriage and parenthood. Even more 
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important is her emotional readiness. What is 
the status of the hymen? Is dilatation advis- 
able? Is it imperative? Is there a symptomless 
vaginitis that will flare up with the onset of 
coitus? Many couples have had a bad start in 
their marriage due to lack of search for a 
possible Trichomonas or Monilia infection. 
This type of infection occurs in 5 per cent of 
my premarital patients. 


Contraceptive advice is the most common 
request. Plans for children should be discussed. 
Parenthood should be encouraged as soon as 
minimum economic and emotional needs have 
been achieved. Waiting until they “become ad- 
justed” is a delusion. One does not become 
adjusted: It is a continuous growing process, 
as Dr. Friess has pointed out. In every phase 
and every stage there are new problems, and 
so it is the adjusting ability rather than the 
“becoming adjusted” that is important. Fear 
of pregnancy interferes with sex life: No per- 
son can enjoy sex life if this fear hovers over 
coitus. Therefore there will be the need for 
a safe acceptable method of contraception at 
varying periods throughout the marriage. The 
method should be suited to the total needs of 
the couple—to their anatomic and emotional 
needs, including their religious beliefs. An un- 
wanted pregnancy is a threat to marriage. 
Worse still, it may lead to abortion. 


When indicated, and it usually is, at the 
first visit I recommend a book for the couple 
to read and suggest that they jot down any 
questions they would like to discuss at a second 
visit, which is usually the last before the wed- 
ding. The choice of book is important, but 
much more important are the discussion and 
answers to the individual questions. Those 
questions will reveal a great deal about the 
couple and their attitudes, and the physicians’ 
influence on their attitudes is the most import- 
ant part of the interview. My parting advice to 
them is: “After you have read the book, throw 
it away and write your own.” 

We must not impose our wishes, our desires, 
or our own specific neuroses on the couples. 
I advise them to study themselves and each 
other and to meet each other’s needs. The es- 
tablishment of their personal relationship is 
always discussed. Common hazards are pre- 
sented. The need for a change in their re- 
lationship with their family is stressed because. 
of the interdependency of a new family, loy- 
alty. Basic principles of getting along in mar- 
riage are taken up as individually needed. It 
is remarkable how much can be accomplished 
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in two interviews. Usually in the first inter- 
view the girl comes by herself; at times, she 
comes with her mother. If a mother accom- 
panies the daughter into my consultation room, 
that mother receives a separate interview, and 
she never returns for the daughter’s future 
visits. The couple who receive this minimal 
education and reassurance start their marriage 
with a sense of security they otherwise would 
not have. Equally important, they can return 
for additional counseling if problems arise 
that they themselves cannot solve before too 
much damage has been done. 


Has the physician the necessary knowledge 
to offer this premarital education? Unfortu- 
nately not. Medical schools offer no training to 
their students for the preventive and thera- 
peutic aspects of marriage counseling. The 
students receive no knowledge to enable them 
to meet common sex problems, such as, lack 
of orgasm in the wife, frigidity, dyspareunia, 
fear of pregnancy, and premature ejaculation. 
They are at a loss, nor do they think it is part 
of their domain, when faced with the many 
marriage problems that a properly educated 
physician could care for so well if the medical 
curriculum would include such training. I hope 
that at some time in the near future it may be 
as much glory for the physician to cure a 
backache by marriage counseling as it is to 
cure a backache by surgery. As one distraught 
woman wrote to me: “Doctors are so busy 
keeping us from dying that they pay no atten- 
tion toward helping us make life worth living.” 
Physicians must take the lead in filling this 
gap in medical education both in the schools 
and in postgraduate training. We must accept 
the prevention of divorce as part of our work 
in preventing disease. We can initiate and co- 
operate in the establishment of community re- 
sources for the protection and maintenance of 
stable family life—the most important need we 
have. Education for marriage in all its phases 
should be offered to parents and young people 
in schools, churches, baby health stations, 
P.T.A. meetings, and on television and radio. 
Parents need sex education so that they in turn 
can educate their children with wholesome at- 
titudes. The relationship of the mothers to their 
daughters and to their sons is very important 
for the future mature sex relationships of these 
children when they are grown. The Herald 
Tribune Forum for Engaged Couples, the sum- 
mer session at Vassar for education for family 
life, and the Planned Parenthood Federation 
are centers for education for family life and are 


all organized by lay people because the medi- 
cal profession has failed to take the leadership. 
The American Association of Marriage Coun- 
selors is the only organization I know of that 
was founded by physicians. Our first step 
must be to educate the educators and to re- 
member that parents are the most important 
educators. We as women have a deep concern 
for the welfare and stability of the family. As 
physicians we must apply scientific principles 
for the improvement of human relations. This 
is a medical as well as a social problem. Broth- 
erhood between nations can come only when 
nations are composed of individuals who have 
been bred in wholesome, stable families living 
on the principles that Dr. Worcester delineated 
so beautifully at the start of this panel. 


Dr. Nemir: Brotherhood for man leads very 
logically to Dr. John Howland Lathrop, who 
has been preaching this concept for 52 years. 
Dr. Lathrop has so many honors that to read 
them all would not say the right thing. What 
I do want to say is that Dr. Lathrop has 
achieved in his 47 years of being a minister 
in the First Unitarian Congregational Church a 
devoted following of five generations of people 
who adore him, who have been led by him, 
and who will live by many of his inspirational 
guidances of their family life, beginning in 
their marriage. During World War I he intro- 
duced the Red Cross into the U.S. Navy for 
the first time in its history. He started a Brook- 
lyn Council for Social Planning and was its 
first president. He was also president of the 
Brooklyn Urban League way back. He was 
one of the first ministers who started an as- 
sociated counseling service in his church 
(about 35 years ago). For his work in the Uni- 
tarian Service Committee he was decorated 
by President Benes of Czechoslovakia with the 
Order of the White Lion. He has been hon- 
ored by the American Unitarian Association, 
receiving an award from them for dis- 
tinguished service to the cause of liberal re- 
ligion. Throughout all this time, one of his 
great interests has been marriage counseling 
and education for marriage. At the preview 
meeting of the panel Dr. Lathrop decided that, 
rather than speaking about the contribution of 
religion toward emotional health and the fam- 
ily, he preferred to talk about “Education for 
Marriage.” May I present Dr. John Howland 
Lathrop. 


Dr. Lathrop: The Chairman is overgenerous. 
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All the things she said about all my activities 
just prove that I am a very old man. I have been 
in the ministry for 52 years, although I have 
only been in the Brooklyn church for 47 
years. It is true that I have known five genera- 
tions in that church, and it is astonishing that 
I have just christened a little baby whose great- 
grandmother was president of my women’s 
organization. This association with different 
generations gives me insight in regard to peo- 
ple and the way in which people bring up their 
children through the generations. Very often 
I have insight into what actually is the reason 
for the present generation behaving in a cer- 
tain way. 

I agree with the last speaker that we have 
to educate, and I think that perhaps the clergy 
has an opportunity that no other profession 
has; however, I do not think that we have 
used that opportunity as we should have in 
the past. I think the young men are being much 
better trained than was my generation. Many 
years ago, maybe 30, I found that I needed the 
help of a skilled counselor, and I persuaded 
Beatrice Bishop Berle, who was then working 
with Dr. Robert Dickinson, a gynecologist, to 
come over to my parish and help me with edu- 
cating young people on the general theme of 
preparation for successful marriage, or choos- 
ing a life partner. Beatrice Berle, at that time, 
was also on the eugenics staff at Vassar Col- 
lege, where she worked with Dr. Dickinson. 
She did very interesting things with my young 
people. They were 15, 16, and 17 years of age 
and were divided into different groups. She 
soon found that she could not do anything 
with the young people unless she had the 
parents in separate groups, because the young 
people would go home and tell their parents 
what they had learned and the parents would 
contradict almost everything that she had tried 
to persuade them to believe. Well, Beatrice 
Berle could not stay with us for too many 
years, but she started us off on the right foot. 


A long time ago the state recognized the 
clergy as the people with the authority to set 
up the home. The justice of the peace can 
also do it, but most people seem to think that 
marriage has sufficient emotional quality to it 
to warrant something the church can give. If 
clergymen are going to be the officials of the 
state who set up the home, should they just 
marry anyone who comes in with a marriage 
license? Those license bureaus, by the way, are 
conducted in an outrageous manner; you think 
you are going for a dog license when you go 
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through the process. If the couple has not been 
in your parish and you have not been able to 
educate them for choosing a successful partner 
in marriage, then you have to spend a good 
many hours with the bride-to-be and with the 
groom-to-be and then with both of them to- 
gether. I will not perform a marriage until I 
have spent such hours with the couple. I want 
to be perfectly certain that the wedding, as 
far as I can see, is promising of success. I am 
not concerned whether either one of them has 
been divorced before: My question is whether 
in this situation it can be successful. If it may 
be successful I will marry them, but even if 
they have never been married before I will not 
perform the marriage if it looks to me as if 
the marriage will not be successful. I tell them 
to go around the corner to a justice of the 
peace for I do not want to have anything to 
do with it. 

You have to go into a good many problems 
with the couple. Is she an extrovert of an 
extreme sort whereas he is an introvert? And 
do they understand the difference of the type 
they are going to live with? Was she a rich 
girl and he a poor boy, and do they under- 
stand the economic and social differences? Did 
he come from the country and was she brought 
up in the city, with all of the differences that 
kind of social contrast may bring? When we 
get all through that, then we try to correct 
a traditional but false religious attitude toward 
the physical organism. 


I hope I will not offend somebody here when 
I say this, but I have no use for the commenda- 
tion of marriage in the conventional service by 
St. Paul. St. Paul remained a bachelor all his 
life, and in one of his letters he stated: “If you 
can behave yourself, then it is much holier to 
be single than to be married.” I do not think 
that is any commendation for marriage. What 
I try to do right along is to say to these young 
people: “You are given nature’s greatest mir- 
acle, the human organism. Through this ear 
you are going to hear not only hideous sounds 
on the street but a symphony; through this 
eye you are going to see not only garbage cans 
but the glorious sunset; and though your sex 
organs you are going to have some of your 
loftiest experiences, which will inspire music, 
poetry, painting, and everything else in your 
souls, and you are going to be imbued with the 


feeling that this organism is God’s greatest’ 


miracle. And you must take it as God’s great- 
est miracle and enter into marriage from that 
standpoint.” 
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On some such basis as that, when I find 
out that she just hates bridge and her husband 
is a bridge fiend, that she is crazy about the 
theater and he can not stand it, and that she 
wants to be out-of-doors skiing and he wants 
to be at a concert or something like that, and 
it is proved that they are so utterly different 
that undoubtedly their points of conflict are 
going to be enormous, then I have to show 
them what the dangers are and what the pos- 
sible accommodations may be in order that this 
will be a successful home if it is going to be 
established as a home. I have succeeded in 
discouraging young people after they have 
come to see what it means to share life. 


The church stands up for monogamy. And 
the reason J believe it stands up for monogamy 
is that marriage begins with fascination—there 
is a glint in the eye and a flush on the cheek, 
and somehow or other you are captivated— 
but real love is the product of your married 
career, not the beginning of it. It comes as you 
share together great joys and great hardships. 
To give an unhappy illustration, a young man 
said to me one day: “Dr. Lathrop, I thought 
I loved my wife, but it was not until I stood in 
front of the little crib in which our year and 
a half old son had just died, and I saw the way 
in which this girl who was my wife took that 
experience, that I felt my love rise to a new 
height almost of reverence.” In sharing ex- 
periences, hardships, joys, and so forth through 
the years one knows what love means, and if 
one is thinking of marriage in butterfly terms 
he or she is surrendering life’s greatest possibil- 
ity. It is perhaps like a little boy who was 
born with great musical talent that was not 
discovered until just before he died, because 
he had no musical instrument in his home upon 
which he could have played. You go through 
life and you miss something or other if you do 
not persist in sharing experiences through the 
years. 


Now I can say a great deal about the foun- 
dation for the home, about the child growing 
up in that home, and about the way that re- 
ligion can enter there. I can say that the church 
as a church is highly valuable, for it is one of 
the few institutions that I know where the 
whole family is gathered together. You can 
belong to the Eastern Star, the Masonic Lodge, 
a woman’s club or a man’s club, or to a club 
in the school where your children go, but no- 
where except in the church do father and 
mother, children, and grandmother and grand- 
father all come together as a social unit. We 


used to have a beloved old minister in our body 
who always spoke of the church as a larger 
home. If you are going to take any individual 
out from the smaller circle, as has been hinted 
before as being very necessary, into a larger 
circle, the church is perhaps a little more ef- 
fective than any other institution. It has its 
Sunday schools, its teachers, and all that kind 
of thing, but the teachings in the Sunday 
school, even with the best of material, amount 
to very little unless what is taught there is 
carried into the home, with the parents co- 
operating with the school and carrying out, 
more or less, the teachings that the school has 
set forth. 


I have only hinted at a few of the things I 
would really like to say to you. Perhaps I 
will stop with this one thought: I have a feel- 
ing that religion has much to do with the 
philosophy of life for most people and that, 
therefore, religion has a great mission in ad- 
ministering the philosophy. No one can have 
been brought up, for example, on the philoso- 
phy of the Sermon on the Mount without rec- 
ognizing that it is a way of life that is not a 
spontaneous natural reaction. Your spontane- 
ous natural reaction is not to do good to them 
that have despitefully used you. Nor is it a 
spontaneous reaction to go the second mile or 
to give your coat with your cloak. Those are 
not spontaneous feelings. They are cultivated 
attitudes or a way of life; but I believe that 
way of life is a contribution to the emotional 
health of the home and that parents should 
reconcile their conflicts by overt acts of gen- 
erosity toward each other. I compelled a man, 
a very ignorant sort of man, to take my medi- 
cine. I told him: “I shall give you a series of 
pills. My first pill is that to this woman who 
seems to hate you so and whom you hate so, 
and who goes out of the house when you come 
home at night, and who has not cooked your 
supper for you, you take a gardenia tonight 
and, with your teeth set, thrust it at her as 
she brushes by.” That is pill number 1. There 
are other pills, and religion has pills to give 
to people who are looking for a way of life 
that somehow or other is better for everybody. 


Dr. Nemir: 1 would like to thank this won- 
derfully inspired panel for its positive ap- 
proach to the subject of emotional health of 
the family. From the gardenia to the joy of 
living, from the brotherhood of man to the 
love of parents, all along the way there has 
been a positive approach, for it was our ob- 
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ject to present the breader picture and not to 
get lost in the highways and byways of such 
things as juvenile delinquency. 

Now we would like to have a few questions 
from members of the panel to each other and 
then from the audience. The things that we 
might go over quickly are the causes for di- 
vorce, how we could help during courtship 
so that our children would do a better job of 
choosing their marital partners, and how we 
could help to build up the role of fathers. I 
think that the father role needs emphasis in 
this society; it seems to me we talk too much 
about the mother. 


I would like to thank Dr. Abbate for her 
comment on the subject of fathers. | would 
also like to thank Dr. Friess for her comment 
on the older members of the family, the grand- 
parents, and the parents as they grow older. I 
’ would like to thank Miss Parkhurst for her 
easy way of putting before us the fact that 
children often know the truth and that they 
feel misused and misjudged because we do not 
listen to them. I hope that Miss Parkhurst, Dr. 
Abbate, Dr. Worcester, and all of you will 
evolve in these few minutes a way in which 
we may develop a listening ear for our chil- 
dren so that they will tell us things about 
themselves we have so unjustly misunderstood. 


Dr. Lathrop: May I, being the last speaker, 
start off with the first speaker. I enjoyed what 
you said very much, except for one expression 
or phrase that you used. Perhaps it did not 
reflect the pessimism that it would implv. You 
said “courage to face reality.” Why? Reality 
is so wonderful that you do not need any cour- 
age; it is only once in a while that a little piece 
of reality is discouraging. 


Dr. Worcester: | agree with you, but I find 
many people who do not seem to agree. 


Dr. Kleegman: May | add a little about the 
courage to face reality. I find that I actually 
agree with Dr. Lathrop very much, but from 
the standpoint of clinical experience we find 
that people do not always like to face reality. I 
am going to talk now about the husband-wife 
relationship. The husband or wife does not like 
to face reality in the other partner. The point 
I make to them is that you do not start with 
perfection; you only work toward a goal. 
Talking to these people (I am now talking 
about what we can do for the people who 
come to us) quite frankly, and coming down 
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to the actual situation, is more helpful than 
anything else, particularly if you can give them 
some illustration of technique or some illus- 
tration of personal experience in your own 
home life to show them that underneath the 
skin you and Mrs. Jones are exactly the same 
and that, when you are in conflict, the reality 
situation is only what you want to see and the 
cause is always the other one’s fault. “If you 
did not say so, I never would have done so,” 
is usually heard. I tell my patients what my 
husband said to me when I was nagging him. 
He said, “If I were an angel I would not be 
with you; I would be up in heaven.” 


Dr. Worcester: Adding to that, we of course 
have to deal with situations in which reality is 
very bitter. For instance, we have to explain 
to parents that their child is defective or has 
a terminal illness. As carefully, kindly, and 
thoroughly as we may think we have ex- 
plained it, we may see those same parents a 
few days afterward and find that they have not 
been able to take in anything we have said. 
Even when we start right in again at the be- 
ginning, they may not be able to accept the 
bitter reality. 


Dr. Friess: | would like to ask Dr. Abbate 
something in relation to the father role. It 
seems to be a very popular concept at present 
that the father should share in the child’s care 
in the first year of life, from diapering to feed- 
ing. Now I do not believe that kind of sharing 
is naturally a man’s instinct. Those are tasks 
that do not particularly interest him. I also 
find with women taking on jobs and working 
a great deal that this has come to be the more 
or less practical expedient rather than actual 
sharing by the father in the child’s care. Just 
how important is it for a father to get up at 
night and feed the child, bathe him, and diaper 
him? Should it not be something more or less 
that he does as he wishes to? 


Dr. Abbate: This is a question we have all 


been concerned about for some time, and many 
of us who watch young families very closely 
have begun to feel sorry for the young father 
because we feel in some situations that he really 
is being used a little too much. Probably this 
began as a question of expediency. It was nice 
to have daddy get up in the middle of the night 


to give at least one of the bottles in the first 


three months. In my own experience with 
young families I find the very capable, mature 
mother does most of this herself. A little bit 
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of the physical care of the child often is helpful 
to the young father to give him a feeling of 
closeness, but I think a little too much of this 
has been done. I know one young father 
who comes home after a hard day’s work and 
is expected to feed his three children and get 
them into bed. It is true that taking care of 
three children is a big job, but I still think that 
the mother could do a little bit more at night 
than she does. The unhappy thing is that this 
father feels guilty if he does not perform these 
tasks because the cultural pattern of his com- 
munity is one in which the father is expected 
to take over. As psychiatrists we are quite con- 
cerned about what this is doing to the psvcho- 
sexual development of the young children, be- 
cause we see some fathers, out of their own 
neurotic conflicts, take quite a delight in con- 
tinuing the physical care of their daughters 
after a period in which it is no longer wise 
psvchologically for the father to be so physi- 
cally involved with the little girl. I do not know 
that we have the answer, but in some situations 
| would like to reaffirm the feeling that papa is 
being used. 


I would like to say something about the role 
of the father. The father is, of course, vitally 
important; in the few minutes I talked 
originally I tried to give you a feeling that if 
there is a good relationship between the moth- 
er and father both share and both have a very 
important role in setting the climate in the 
family, so that regardless of what the father 
does he is a powerful force in the whole family 
situation. I think that this is the thing that 
young fathers have to be helped to face in 
order to see what is required of them in their 
thinking and feeling about their children. 


Dr. Lathrop: May I say a word about the 
father. I do not see many other fathers in the 
room. I say to my young people that if they 
are both breadwinners they both should be 
homemakers and must adjust to that situation. 
It may not be the best situation, but it is the 
situation. When I make my parish calls on 
young couples around suppertime, the only 
time I can catch them in because they go to 
the movies right after supper and have been 
working all day, I see the father acting like the 
traditionally tired worker, sitting in a chair 
reading the morning paper, while his wife, who 
also has been working all day and who also is 
tired, is in the kitchen cooking or darning. I 
am insistent with young couples who are both 
breadwinners and say to them: “Remember, 


the biggest cooks in New York City are men, 
in the Hotel Waldorf-Astoria or anywhere 
else, and if you rode the elevated trains years 
back you would have seen men sitting cross- 
legged on their benches at work doing most 
of the sewing that was done in New York City. 
It is not unmanly to sit with a darning basket 
on your lap, and it is not unmanly to be in the 
kitchen cooking.” 


Miss Parkhurst: Very often, the girls who 
graduated some years ago from the Dalton 
school come to see me with their husbands, 
not for marriage counseling per se but just to 
talk about a great many things. One thing that 
seems to be very important is what a father 
said to me not so long ago: “Everyone says 
that marriage is a 50-50 thing. I want to object 
to that. It is sometimes 70-30 and sometimes 
60-40. You have to be ready to help your part- 
ner, and when people keep saying 50-50 you 
get the wrong feeling about the experience.” 

One father who was talking to me about his 
wife’s pregnancy and the lectures that he was 
attending to understand childbirth stared: “tT 
was taken to a lecture and when I went in | 
was shown a lot of charts. Maybe there is 
something wrong with me, but, when one but- 
ton was pressed and a cylinder fell in place and 
another button was pressed and another cylin- 
der fell in place and by and by something 
came out, I said that it could not possibly be 
my child—not that. I was so upset that I 
thought to myself there must be another way 
of doing it.” I think young men are very sensi- 
tive to these things, and I do not think that 
education can be done en masse or with any 
method, since there is an individual message for 
each one of these people. Each one wants help 
so badly that I think it should be given. 


Dr. Nemir: | think Dr. Friess or Dr. Kleeg- 
man might pick up that question. Dr. Kleeg- 
man has had a great deal of experience in edu- 
cating both fathers and mothers, and Dr. Friess 
is connected with New York Hospital, where 
there has been a class for mothers and fathers 
for some 20 odd years. 


Dr. Friess: 1 only know that the classes are 
not compulsory but are certainly popular, and 
I would guess that 80 to 90 per cent of the 
fathers go to at least one or two sessions. 


Dr. Kleegman: A lecture that I give at the 
men’s medical colleges is titled, “The Role of 
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the Father in Pregnancy, Labor, and the Post- 
Partum Period.” Incidentally, my lectures and 
courses on education for marriage are not or- 
ganized by the college at all but are given at 
the request of the students because of their 
own needs and wishes; they are extracurricular. 
I think they are a very important thing. Many 
obstetricians never even see the father or if 
they do it is to tell him everything is fine. 
There must be a sense of participation on the 
part of the father if he is to feel that he is the 
father of the child, and it is very important to 
make him feel that he is an integral part. It 
is also important to make him realize what are 
his obligations and what are not his obligations 
so that the pregnant woman will not take ad- 
vantage of the situation of “the poor thing.” I 
certainly dispel “the poor thing” in my lecture 
on pregnancy to these fathers, and I think that 
- is very important. As far as the prenatal class- 
es are concerned, I do not know the reason 
for this particular father’s reaction, since, in 
general, I find that the fathers who attend are 
very grateful and very much inspired because 
they understand what will have to be done and 
because they are made to feel they are part of 
it. Usually the lecturer will iniect a great deal 
of good honest humor into the situation so 
that when these fathers get to feel like awful 
fools in the situation they know that other 
fathers are with them. 


Miss Parkhurst: It may be that his wife had 
insisted he go out of her fear of pregnancy. 
However, what I am trying to say is that, al- 
though they really want to be helped, some- 
times, like children, they do not understand 
the charts and illustrations and cannot express 
their reaction of anxiety. 


Dr. Abbate: | was just going to say that this 
further points up the need for educators to 
spend more time with people. I think we are 
all too rushed, and many persons with prob- 
lems need to be in a situation with someone 
who has both time and experience. The schools, 
the physicians, and the clergy certainly can 
do much to help people. We have talked about 
the youngster who is not understood. What we 
have to train ourselves to do is to just look at 
and listen to the child. And, over and over 
again, I find that, with some of the young mar- 
ried people, if we could just get them to listen 
to each other and talk to each other it would 
help a great deal. In the professional area I 
think we all ought to allow time for these 
people to talk with us. As they talk, as I ex- 
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plained before, things clarify for them, some- 
times without our intervening in any way. 

Dr. Nemir: 1 think that this panel could go 
on indefinitely, but now would be a good time 
to have questions from the audience. 


From audience: Dr. Kleegman, what book 
would you recommend? 


Dr. Kleegman: May | say this about recom- 
mending any book. Recommend a book that 
you think will suit the individual couple. There 
is a whole series on education for marriage and 
sex education, and you can get a list of rec- 
ommended books from the Planned Parent- 
hood Association. My recommendation is that 
you do not recommend a book that you have 
not read yourself. In that way you will find 
that the more religious will enjoy one book 
and the less religious will enjoy another. Also, 
you want a book that is going to give instruc- 
tions, education, and information about normal 
relations. It is not at all necessary to talk about 
the pathological and the abnormal in a book 
on education for marriage. A few of the books 
I like very much are Spellman’s “Marriage 
Manual” and Butterfield’s “Sex Life in Mar- 
riage.” Helena Wright’s book is particularly 
acceptable to the religious. Stoke’s “A Modern 
Pattern for Marriage” is written for the mod- 
ern generation but would not be acceptable to 
the more conservative. You should also tell 
your patients that they do not have to do, 
feel, or think everything that is in the book. 
It may be for most people and not for them 
at all. The important thing in reading a book 
is that they have background information and 
a vocabulary with which to ask you questions. 
Usually, they have such little knowledge they 
cannot even frame their questions. I tell them: 
“You and your husband are individuals all to 
yourselves. Listen not only to your minds but 
also to your feelings and to your body. What 
gives the two of you mutual pleasure is right 
for the two of you to do and, if you do not 
feel what the book says, then it is not right for 
you.” If you think they have a problem, talk 
it over. Most difficulties and anxieties arise 
because the couples think they have a problem, 
which is not really there at all. 


Dr. Nemir: Unfortunately time does not 
permit continuation of this stimulating dis- 
cussion. We hope that we have provided help- 
ful information and many ideas that you can 
develop through your own branch programs. 
We thank again our panel members for their 
excellent contributions. 
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Medical Highlights 


CERVICAL CANCER 


Cancer of the cervix, one of the great killers 
of women, will be the subject of a new 
$300,000 research study at The Woman’s 
Medical College of Pennsylvania, Philadelphia, 
it was announced by John B. Prizer, Chairman 
of the College’s Board of Corporators. 

The research will have a dual purpose: first 
to acquire data on the detection of cervical 
cancer in its early (curable) stage, and, second, 
to acquire data on the different factors that 
cause and influence this disease. 

The research study, being conducted by the 
College in co-operation with the National 
Cancer Institute of the U. S. Public Health 
Service, will involve the examination and tak- 
ing of specimens from some 50,000 women 
employed in industry each year over a three 
year period. Using a modification of the 
Papanicolaou technique, samples of fluid in 
the vagina will be taken from each woman, 
which, upon examination by specially trained 
technicians and physicians, will detect cancer 
cells present in the cervix. 

Cervical cancer develops in about 2 per cent 
of women, being second to cancer of the breast 
in the mortality rate from cancer. The aver- 
age cure rate for all kinds of cancer of the 
cervix is 50 per cent, but, if detected in the 
early stages, 70 per cent, at present, can be 
cured; however, it has been indicated that, by 
use of the modified Papanicolaou method, can- 
cer can be detected before symptoms appear, 
which would bring the cure rate to 90 per 
cent or better. 

The examination is quick and painless, taking 
about five minutes to secure a specimen along 
with a medical history of each patient. All 
samples, whether taken by personnel from the 
project or by private physicians, will be for- 
warded to the research center where they will 
be tested, and a report will be sent back to the 
private doctor along with a report in lay 
language for forwarding to his patient. 

Should abnormal cells be found in any 
sample, it will be noted in the reports and each 
private doctor will be urged to conduct further 
studies. The physician also will be asked to 
report the results of these studies and of his 


treatment, so that the project can assemble 
complete data on all cases. 

With the information acquired from this 
research study at The Woman’s Medical Col- 
lege, as well as from the other seven research 
centers, it is felt that such factors as age, gen- 
eral sociological and economic status, and geo- 
graphical location, and their influence on can- 
cer of the cervix, can be determined. 

Dr. I. N. Dubin, Professor of Pathology at 
the College, is Director of the project. Having 
assisted in the original Memphis survey, Dr. 
Dubin is well qualified to continue in this cur- 
rent study. He is being assisted by Dr. 
Anthony L. Pietroluongo, Associate Professor 
of Pathology at the College. 


SMOKING AND LUNG CANCER 


The Public Health Service has stated that 
there is increasing evidence excessive cigarette 
smoking is one of the factors that can cause 
lung cancer. 

In a recent statement, Surgeon General 
Leroy E. Burney said that many independent 
studies have confirmed beyond reasonable 
doubt that there is a high degree of statistical 
association between lung cancer and heavy and 
prolonged cigarette smoking. Although this 
evidence is still largely statistical in nature, 
some laboratory studies also support the con- 
cept of a cause and effect relationship. Dr. 
Burney noted that many important public 
health advances have been developed on the 
basis of statistical or epidemiological data. 


Dr. Burney said that cigarette smoking is 
not the only causative factor in lung cancer. 
Further, the precise factors in cigarette smok- 
ing that can cause lung cancer are not known. 
More research is needed to identify and to 
try to eliminate these factors. He also called for 
more research into other probable causes of 
lung cancer, including air pollution. 

Over 25,000 deaths occur in the United 
States yearly from lung cancer. How many of 
these persons were heavy cigarette smokers is 
not known. Altogether, deaths from cancer 
make up about 250,000 of the 1.6 million total 
deaths in the United States each vear. 
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World Health Organization 


FOOD AND HEALTH 


Without enough of the right kinds of food, 
nobody can be healthy. This simple truth holds 
the explanation of much of the misery from 
which mankind suffers. A vicious circle has 
arisen—poor health impairs productive capac- 
ity, and low production of foodstuffs brings 
undernutrition, more sickness, and less pro- 
ductive power. 

Health means more than simply the absence 
of disease and infirmity, and enough food does 
not mean just sufficient food to maintain life. 
Lack of essential food makes itself felt at the 
very least by general debility, slackening of 
initiative, and reduced resistance to disease. 

The rapidly developing science of nutrition 
has now established just how much of different 
kinds of food is necessary for health. A good 
deal is known also about in what particular 
ways the food eaten every day in many parts 
of the world falls short of man’s requirements. 
This is only a beginning, however, and there 
remain many problems to solve before it can 
be claimed that the world’s food is really serv- 
ing the world’s health needs. 

To provide food for undernourished peo- 
ples in adequate quantity, vast efforts in both 
production and distribution are required. 
These are problems with far-reaching eco- 
nomic implications. 

Even where staple foods are available in fair 
quantities, malnutrition very often still exists 
because certain essentials such as proteins and 
vitamins are not present in the right quantities. 
This lack of the right foods for health is an 
even greater difficulty than shortage of staple 
foods, for it involves not only assuring neces- 
sary supplies but also bringing the community 
to understand and accept the advantages of 
using them. 

In the case of certain of the deficiency dis- 
eases such as beri-beri, rickets, or kwashiorkor, 
it is fairly easy to demonstrate the advantages 
of a properly balanced diet. However, many 
of the beneficial effects are less evident, and 
make themselves felt as a gradual improve- 
ment in health and well-being, especially 
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among children. The difficulty is that people 
do not easily forsake food habits and beliefs 
that are a part of their cultural or religious 
heritage simply because somebody comes 
along and tells them that, perhaps for genera- 
tions, they have been eating the wrong things 
or not eating the right ones. This is one of the 
most crucial problems in any work aiming at 
better nutrition standards. 

As well as the evils that arise from shortage 
and poverty, there are the problems of plenty. 
Surplus production in some parts of the world 
cannot, for economic reasons, always be used 
to compensate for shortages in other places. 
Where food is abundant, moreover, there are 
very real health dangers from overeating, par- 
ticularly of certain fatty foods that are now 
believed to predispose to disease of the heart 
and the blood vessels. 


As countries become more highly organized, 
economically and socially, the use of preserved 
foods and large-scale food processing tends to 
become more common, aggravating the risks 
of widespread food-borne infections and food 
poisoning. 

It is, I think, clear that the relationship be- 
tween food and health has become a very close 
and intricate one and that we can no longer 
let ourselves be guided simply by the customs 
and beliefs of earlier generations. There is no 
area of the world, no country, and no culture 
which today can afford to neglect the scien- 
tific teaching now available on nutrition, food 


values, and the techniques of producing and ° 


processing food. 

To protect health by ensuring enough of 
the right kinds of food both for present and 
future generations calls for prompt and con- 
certed action on many fronts—economic, agri- 
cultural, health, and administrative. Nor is it 
a matter for governments alone. Every indi- 
vidual, every family, and every community 
should try to understand how food can affect 
health and to adapt their own food habits to 
serve the best interests of their own health and 
well-being. (Message from M. G. Candan, 
Director-General of WHO.) 
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Each fall, in recent years, the branches that wish to do so select an 
oustanding woman physician as their Woman of the Year. The program honor- 
ing these women is one of the highlights of the Midyear Board Meeting each 
November. Their achievements and their dedication to worthy projects are 
an inspiration to all. Their example serves as a yardstick by which each 
of us may measure our own devotion to our profession. Let them motivate us 
to put forth greater zeal so that we, too, may realize a fuller measure of 
the riches of satisfaction that come from service beyond the minimum 
requirements of duty. 

With marked regional differences in population and distribution of 
physicians, it would not be feasible to choose a particular branch of AMWA 
to designate as the Branch of the Year. Yet, alist of criteria on which such 
a selection might be’ based may serve as a measure by which each branch may 
evaluate its program and as an incentive to each to rededicate its efforts to 
grow in achievement and to find new strength through co-operative accomp- 
lishment. It is hoped that the following tabulation may prove useful. 

1. Scope and effectiveness of community service projects, including 
use made of the AMWA program theme of the year. 

2. Service and fellowship extended to students, interns, and 
residents, including preceptorships. 

3. Active participation by members in state and county medical 
societies. 

4. Alert interest in local and national legislation affecting health, 
medical practice, and public welfare. 

5. Active participation and informed representation at national meet- 
ings of AMWA. 

6. Good proportion of members accepting national AMWA offices and 
committee responsibility. 

7. Interesting and informative scientific meetings. 

8. Good attendance and warm fellowship at meetings. 

9. Number of new members added each year. 

10. High percentage of local women physicians as active members. 

Your national officers and committees endeavor to carry out the AMWA 
educational and scientific objectives in many ways, but the scope and 
effectiveness of the organization can either be defeated by apathy at the 
local level or strengthened and broadened by the full participation of its 
members. The more women physicians we bring into membership the greater the 
diversity of talents that can be devoted to a continuous enrichment and 
expansion of the Association and its program. 
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Opportunities for Women in Medicine 


AWARDS 


Essay Contest. The 1958 prize essay contest 
of the American College of Chest Physicians 
will close on April 15, 1958. Cash prizes of 
$500, $300, and $200 will be awarded. The 
contest is open to undergraduate medical stu- 
dents throughout the world. Essays must be 
written on any phase of the diagnosis and 
treatment of chest diseases (heart and/or 
lungs). For application and further informa- 
tion, write to American College of Chest Phy- 
sicians, 112 E. Chestnut St., Chicago 11. 


COURSES 


Cardiology. The Harvard Medical School 
has announced a three month course in cardi- 
ology, starting Feb. 1, 1958, and ending April 
30. The course is designed to give intensive 
training in the diagnosis and treatment of 
heart disease. Apply to Assistant Dean, Courses 
for Graduates, Harvard Medical School, Bos- 
ton 15. 


Postgraduate Series. The New York Uni- 
versity-Bellevue Medical Center’s Post-Grad- 
uate Medical School is offering a series of post- 
graduate courses to be given or started in De- 
cember: Gastroscopy and Flexible Tube Eso- 
phagoscopy; Recent Advances in the Diagnosis 
and Treatment of Poisonings; Infertility; Sur- 
gery of the Cornea; Endoscopy; Broncho- 
esophagology and Laryngology; and Pediatric 
Cardiology. 


Radioactive Isotopes. An intensive course in 
radioactive isotopes is being offered for the 
first time by the Department of Radiology of 
the New York University Post-Graduate 
Medical School. It may be entered the first of 
any month during the academic year and is 
designed to be of special interest to internists, 
radiologists, and hematologists. 

Under the direction of Dr. Sidney Ruben- 
feld, the course will encompass complete train- 
ing, including the basic physical aspects in 
instrumentation, and clinical application. Clin- 
ical work will include work in the diagnosis 
and treatment of thyroid cancer, blood volume 
determinations, red blood cell survival in the 
anemias, localization of tumors in the eye and 


1957 


411 


brain, and the treatment with radioactive 
gold in the abdomen and chest. 

Tuition for the course is $150. For further 
information, write to the Office of the Asso- 
ciate Dean, New York University Post-Grad- 
uate Medical School, 550 First Ave., New 
York 16. 


FELLOWSHIPS AND GRANTS-IN-AID 


Research. The New York University-Belle- 
vue Medical Center has announced the avail- 
ability of eight research fellowships at the level 
of assistant resident. The stipend ranges from 
$3,600 to $4,500 yearly. In addition, two senior 
fellowships are available for physicians with a 
more advanced level of training in the basic 
sciences or anatomic pathology, with a stipend 
of $7,500 annually. For further information on 
the program, write to Office of the Dean, 
New York University College of Medicine, 
550 First Ave., New York 16. 


Research and Clinical Allergy. The Ameri- 
can Foundation for Allergic Diseases has an- 
nounced Postdoctoral Fellowships in Research 
and Clinical Allergy for two years each. The 
stipend for the first year is $4,500; for the 
second year it is $4,750. Laboratory and travel 
expenses for the two year period are $750. 
Candidates must be graduates of approved 
medical schools and must have completed one 
or two years of the graduate training required 
as a preliminary to certification by the Boards 
of Internal Medicine and Pediatrics. Requests 
for applications should be sent to one of the 
following, in whose field the candidate would 
like to work: Dr. Colin M. MacLeod, Profes- 


sor of Research Medicine, University of Penn-. ° 


sylvania, 820 Maloney Clinic, 36th and Spruce 
streets, Philadelphia 4; or Dr. Herman N. 
Eisen, Professor of Medicine (Dermatology), 
Washington University School of Medicine, 
600 S. Kingshighway, Saint Louis 10. Applica- 
tions must be filed not later than Dec. 15, 1957. 


Sterility. The American Society of the Study 


of Sterility has announced that the Ortho, and 


Carl G. Hartman grants-in-aid of $500 each 
are available for 1958. Send applications to Dr. 
S. Leon Israel, Research Correlating Commit- 
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tee, American Society for the Study of Steril- 
ity, 2116 Spruce St., Philadelphia. 


MEETINGS 


Surgery. The American College of Sur- 
geons invites all physicians to the 1958 sectional 
meetings: at the Statler Hilton Hotel in Dal- 
las, Texas, from Jan. 9 to 11, 1958, the subjects 
will range from Chemopallidectomy for Park- 
inson’s Disease to Bomb Phenomenology—a 
program of interest to general surgeons as well 
as to surgical specialists; at the Hotel Heidel- 
berg in Jackson, Miss., from Jan. 16 to 18, 
Complications of Abdominal Surgery, Chemo- 
therapy, Metastasis and Limitations of Surgery 
for Cancer, Errors in Management of Frac- 
tures, Pediatric Surgery, and Management of 
Multiple Injuries will be the topics discussed; 
at the Waldorf-Astoria Hotel in New York 
City, from March 3 to 6, hospital clinics, sep- 
arate sessions in surgical specialties, forum-type 
papers, and technical exhibits will be included; 
at the Hotel Utah in Salt Lake City, Utah, 
from March 17 to 19, topics are Care of Pa- 
tients with Post-Traumatic Paraplegia (sym- 
posium), ACTH and Cortisone in Surgery 
(panel), Benign Lesions of the Ileum and 
Colon, Peripheral Vascular Disease, other 
symposia on Trauma, Pediatric Surgery, and 
Cancer, and papers on various subjects; at the 
Hotel Fort Des Moines, Iowa, from March 27 
to 29, the program will include an extra- 
ordinary type of Symposium on Trauma, in- 
cluding clinical and photographic records of 
the emergency care of actual cases, a Sympo- 
sium on Fluids and Electrolytes, with a panel 
of experts to answer questions, a Symposium on 
Cancer, a Symposium on Surgery for Congeni- 
tal Lesions, and papers and motion pictures; 
and at the meeting at Concert Hall in Stock- 
holm, Sweden, from July 2 to 7, a committee of 
Swedish surgeons will collaborate on a pro- 
gram offering the newest surgical develop- 
ments in Sweden and North America and hold 
hospital demonstrations and clinics. For infor- 
mation, write to Dr. H. Prather Saunders, As- 
sociate Director, American College of Sur- 
geons, 40 E. Erie St., Chicago 11. 


Each member has received a copy of 
the Revised Constitution and By-Laws, 
and is invited to comment. Mail all com- 
ments to Josephine Renshaw, M.D., 1150 
Connecticut Ave., Washington 6, D.C., 
not later than Jan. 1, 1958. 


These Were the First 


Sister M. Benepict (Dr. FLORENCE YOUNG) 
graduated from the Woman’s Medical Col- 
lege of Pennsylvania in 1946 and was the first 
nun to be a Fellow of the International College 
of Surgeons. Sister Benedict served as a medi- 
cal missionary for seven years in East Pakistan 
and at the Hospital of Medical Mission Sisters 
at Mymensingh; she also directed the building 
of a new hospital at Dacca. 


Dr. Isapet Roserts, graduate of the Wo- 
man’s Medical College of Pennsylvania in 1939, 
was elected President of the Brevard County, 
Florida, Medical Society in January, 1956, and 
is the first woman to head a county medical 
society in that state. 


Tueoposia, of the Fourth Century, A.D., 
was a physician and a surgeon who died as a 
martyr under the orders of Diocletian. 


Dr. Winstow of Kent, England, 
came to the United States in 1826 and was the 
first woman in the Eclectic College, Cincinnati, 
Ohio, graduating in 1856 and in 1859 receiving 
a diploma from the Homeopathic College of 
Cleveland. She visited the military hospitals 
during the Civil War and later opened the 
first homeopathic pharmacy in Washington, 
D.C. 


Dr. HANNAH AMELIA Waricut, born in 1836 
in New York City, taught music at the In- 
stitute for the Blind in New York before 
graduating from the New York Medical Col- 
lege for Women in 1874. In 1878, Dr. Wright 
was the first woman to be appointed as an 
examiner in lunacy; she served as President 
of the Society for Promoting the Welfare of 
the Insane, which she helped to organize in 
1882. 


Dr. AveLaipe Mary ZoeLter-McNamara of 
New Orleans graduated from the Tulane 
School of Medicine in 1926 and was the first 
woman intern at the Baptist Hospital in New 
Orleans. 


—From the Exizasetu Bass Collection 
Rudolph Matas Medical Library, Tulane 
University. 
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News of Women in Medicine 


The North Shore Hospital of Winnetka, 
Ill., has announced the lecturers for the Eighth 
Annual Lecture Series on Psychiatry. The 
theme of this year’s series—Emotional Prob- 
lems of Childhood—parallels that of AMWA’s 
theme. Dr. THERESE BENEDEK, Staff Member, 
Institute for Psychoanalysis, presented the 
first lecture on Oct. 2. The title of her lecture 
was “The Psychology of Pregnancy and Par- 
ent-Child Relations During Infancy.” Dkr. 
AvELAIDE McF. Jounson, Associate Professor 
of Psychiatry, University of Minnesota, Roch- 
ester, will lecture Feb. 5, 1958, on “Manage- 
ment of Puberty and the Sexual Drives in 
Adolescence.” 


Dr. E. became Deputy Di- 
rector in charge of the Division of Hospitals 
and Chronic Illness of the Illinois State De- 
partment of Public Health on June 1. Dr. 
Church became a member of the Department 
in 1945 after two years of service in the U.S. 
Army. She has also been associated with the 
Wisconsin and Iowa State Boards of Health. 


Dr. Mary C. Guostiey of Bemidji, Minn., 
has retired after 47 years of medical practice. 
At the time of her retirement she was Medi- 
cal Director of the state’s health department. 
Prior to that, she had spent 20 years practic- 
ing medicine in International Falls, Minn. 


Dr. Mary Girrin of Rochester, Minn., pre- 
sented “Criteria for Pediatric Psychiatry Re- 
ferral” to the annual meeting of the Southern 
Minnesota Medical Association on Sept. 9. 


Sona Gustavson of Olivia, Minn., was the 
winner of the 1957 national contest cospon- 
sored by the Minnesota State Medical Society 
and the American Physicians and Surgeons 
Freedom Programs, Inc. 


Dr. Epirx B. Jackson of New Haven, Conn., 
Dr. Marcaret Joan GIANNINA, and Dr. 
FLANDERS Dunsar, both of New York, par- 
ticipated in the Fourth Annual Meeting of the 
Academy of Psychosomatic Medicine in Chi- 
cago, Oct. 17-19. Dr. Jackson, Chairman for 
a symposium on Psychosomatic Aspects of the 
Pre- and Postnatal Period, presented “Room- 
ing-in-Care.” Dr. Giannina participated in 
the symposium on Psychosomatic Aspects of 
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Pediatric Gynecology and Endocrinology, 
speaking particularly on “Psychological As- 
pects of Menarche.” Dr. Dunbar, Chairman 
for the symposium on Emotional Factors in 
Sterilization and Abortion, presented the main 
topic. She also served as Chairman of the sym- 
posium on Goals and Therapy in Psychoso- 
matic Diseases and discussed “Comprehen- 
sive Treatment by the Non-Psychiatrist.” 

Another participant in this program was Dr. 
IRENE JossELYN of Chicago, who presented a 
formal paper on “Psychologic Factors in 
Adoption.” 


Miss Laura G. Jackson of Chicago, Asso- 
ciate Professor in Hospital Administration at 
Northwestern University, has been made an 
honorary member of the International College 
of Surgeons. 


Women physicians participating in the Thir- 
tieth Scientific Sessions of the American Heart 
Association held in Chicago, Oct. 25-28, were: 
Dr. Dera Kinsey, Boston; Dr. Marjorie T. 
BeLLtows, New York City; Dr. Hirscu- 
FELD and Dr. Rita Simpson, Irvington-on- 
Hudson, N.Y.; Dr. Heten B. Taussic, Balti- 
more; Dr. CLraupiA R. Rayrorp, Washington, 
D.C.; Dr. Rut Pick, Chicago; Dr. BerTHA 
Raver, New York City; Dr. Leona R. Nor- 
MAN, Boston; Dr. Mary ALLEN ENGLE, New 
York City; and Dr. Itse M. Witson, Wash- 
ington, D.C. 


Medical Women of Minnesota who are 
members of the Fifty Club, having practiced 
medicine for 50 or more years, are: Dr. Or- 
ANNA McDantet of Minneapolis (1944); Dr. 
Anna Hurp of Minneapolis (1950); Dr. Net- 
LIE BarsNness (1952); Dr. Hitpa Lick of Man- 


kato; Dr. ExizaserH Monanan of Minneap- 


olis; and Dr. Marcaret Smitn, formerly of 
Minneapolis (1957). It is considered a high 
honor to be included in the Fifty Club, and a 
notable experience to complete 50 years in the 
service of mankind. 


Dr. CATHARINE MAcFARLANE and Dean 
Marion Fay of the Woman's Medical College 
of Pennsylvania participated in the program 
that launched the new $300,000 research study 
on cancer of the cervix that will be undertaken 
at the College. 


a 
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ALBUM OF WOMEN IN MEDICINE 


Emily Gardner, M.D, F. A. A. P. 
1899-1956 


Emily Gardner, born in Franklin, Va., re- 
ceived her college and medical education at 
Westhampton College in Richmond, Va., and 
Women’s Medical College, Philadelphia. She 
prepared herself for 
practice by intern- 
ships at the Western 
Pennsylvania Hospital 
in Pittsburgh, the 
Kingston Avenue 
Hospital in Brooklyn, 
N.Y., and the Willard 
Parker and _ Babies 
hospitals in New 
York City. For four 
years she was Assist- 
ant in the Children’s 
Bureau of the Virgin- 
ia State Department 
of Health. She was 
offered a Mary Put- 
nam Jacobi Fellow- 
ship in 1931, which 
enabled her to add 
further to her quali- 
fications by graduate 
study in Europe. 

Dr. Gardner began 
the practice of pedi- ae 
atrics in Richmond. 
From then until the Aaa 
time of her death she grew in popular esteem 
and recognition. She advanced from Instruc- 
tor in Pediatrics to Associate Professor at the 
Medical College of Virginia in the years be- 
tween 1932 and 1953, and she served in the 
latter capacity until her death. She was an 
active member of a number of medical so- 
cieties, serving one term as Vice-President of 
the Richmond Academy of Medicine. 

Dr. Gardner also displayed a wide and fruit- 
ful interest in the general fields of health and 
social service. She served as a member of the 
Board of the Richmond Tuberculosis Associa- 
tion from 1935 through 1952, and served on 
the Medical Advisory Committee of that or- 
ganization until her death. She was the first 
woman to serve as president of the Rich- 
mond Tuberculosis Association, and she 
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held that office from 1945 through 1947. 
As Chairman of the Medical Advisory Com- 
mittee of the Richmond-Henrico Chapter 
of the National Foundation for Infantile 
Paralysis, as Chairman 
of the Co-ordinating 
Committee on Crip- 
pled Children’s Serv- 
ices for the Virginia 
Council on Health 
and Medical Care, and 
as a member for 20 
vears of the pediatric 
staff of the Salvation 
Army Evangeline 
Booth Home and 
Hospital in Rich- 
mond, she displayed 
those qualities of heart 
and mind for which 
she has been always 
well remembered. 

Dr. Gardner was 
appointed to the Vir- 
ginia State Board of 
Medical Examiners by 
Governor John 5S. 
Battle in 1951. She 
was a trustee of the 
University of Rich- 
mond and, at the time 
of her death, was Chairman of the Richmond 
City Board of Health—the first and only 
woman to occupy this position. 

In a memorial read to the Staff of the 
Medical College of Virginia, Dr. Wyndham 
B. Blanton said: 

Emily Gardner’s life spanned the dramatic devel- 
opment of the modern woman, but she escaped its 
antagonisms, its aggressions, its exaggerations. Faced 
with the eternal feminine dilemma of making a place 
for herself in a competitive world, she measured up 
to the task with solid accomplishments, unmarred by 
prudishness, vanity, or arrogance. She brought to her 
professional career the qualities of warmth, gentleness, 
and genuine humility. 

To medicine, and especially to her chosen specialty 
of pediatrics, she brought an informed and disciplined 
mind, buttressed by kindliness, selflessness, good judg- 
ment, and an enviable capacity for work. 


—Lillian C. Lindemann, M.D. 
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Editor’s Note: These reviews represent the indi- 
vidual opinions of the reviewers and not necessarily 
those of the members of the Editorial Board of the 
JOURNAL. 


ORAL CANCER AND TUMORS OF THE JAWS. 
By George S. Sharp, M.D., F.A.CS., F.A.CR. 
(Ther.), Professor of Pathology, School of Den- 
tistry, Assistant Clinical Professor of Surgery, School 
of Medicine, University of Southern California, and 
Director, Pasadena Tumor Institute; Weldon K. 
Bullock, M.D., M.Sc. (Path.), Assistant Clinical 
Professor of Pathology, School of Medicine, Uni- 
versity of Southern California, and Surgical Path- 
ologist, Los Angeles County Hospital; and John W. 
Hazlett, D.D.S., Lecturer, Oral Tumor Pathology, 
School of Dentistry, University of Southern Cali- 
fornia. Pp. 561, illustrated. Price $15.00. The Blak- 
iston Division, McGraw-Hill Book Company, New 
York, 1956. 


This is an excellent reference guide to the problems 
of clinical diagnosis of oral lesions. The following 
subjects are discussed: the history of cancer, with spe- 
cial reference to precancerous lesions; premalignant 
and malignant tumors of the soft tissues of the mouth; 
and benign and malignant lesions of the jaws, includ- 
ing the so-called quasi tumors, fibrous dysplasia, and 
so forth. The book is particularly well illustrated with 
black and white photographs and many roentgeno- 
graphic pictures of good quality. Discussions concern- 
ing incidence, etiology, pathology, and differential 
diagnosis are concise and adequate. 

There is relatively little concerning details of treat- 
ment; however, it is clearly stated that the authors’ 
primary intent is to provide a guide for clinical diag- 
nosis of the various lesions. Generally, the opinions in 
regard to indications for surgery or irradiation are in 
keeping with those of the major cancer clinics. This 
textbook will be useful to general practitioners of 
medicine and dentistry as well as to medical and 
dental students. It will also provide excellent review 
material for those specializing in the treatment of 
these conditions. 


—Albert Davne, M.D. 


MANAGEMENT OF EMOTIONAL PROBLEMS 
IN MEDICAL PRACTICE. Edited by Samuel 
Liebman, M.D., Medical Director, North Shore 
Health Resort, Winnetka, Ill. Pp. 152. Price $5.00. 
J. B. Lippincott Company, Philadelphia and Mon- 
treal, and Pitman Medical Publishing Co., Ltd., 
London, 1956. 


This volume is the second in a series based on lec- 
tures given at the North Shore Health Resort to 
practicing physicians. Most of the lecturers are pro- 
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fessors of psychiatry in well-known medical schools 
of wide geographical distribution, and all are dis- 
tinguished physicians and teachers. 

The problems dealt with are varied, and include 
the management of psychiatric emergencies such as 
the suicidal impulse. The use of sedatives and stimu- 
lants, the management of the anxious or depressed 
patient, the emotional problems in the middle-aged 
male (the so-called involutional period), the patient 
with multiple complaints, overeating, overdrinking, 
and oversmoking are among the subjects explored, 
each in a separate lecture. 

The problem is usually viewed first in the larger 
sense of human adaptation to changing social con- 
ditions. Greater emphasis, however, is placed on un- 
derstanding personality development in terms of emo- 
tional needs and satisfactions or frustrations within 
the family group in the early life of the individual. 

Practical suggestions are made as to procedure after 
comprehension of the way in which the problem has 
developed; but, each lecturer stresses the need for 
understanding such mechanisms, not only as a guide 
in treatment but also as part of treatment itself. 

Each chapter is followed by a helpful bibliography, 
which increases the usefulness of the volume. 


—Marian Tyndall, M.D. 


DIAGNOSTIC PROCEDURES FOR VIRUS AND 
RICKETTSIAL DISEASES. Edited by Thomas 
Francis, Jr.. M.D., and Joseph E. Smadel, M.D. 
Second Edition. Pp. 596. Price $7.50. American 
Public Health Association, Inc., 1790 Broadway, 
New York, 1956. 


This book represents a revised, greatly enlarged, 
and up-to-date edition over that published in 1948. 
Only three chapters have been taken over almost un- 
changed from the first edition. Some chapters have 
been completely rewritten, others have been exten- 
sively revised, obsolete material has been discarded, 
and most recent methods are included. The refer- 
ences following each chapter include some published 


as recently as 1956. Five entirely new chapters have - 


been added. A new introductory chapter by Edwin H. 
Lenette on “General Principles Underlying Labora- 
tory Diagnosis of Virus and Rickettsial Infections” is 
addressed to the newcomer in the field who ventures 
into diagnostic virology. An excellent new chapter by 
Joseph L. Melnick deals in great detail with tissue 
culture methods for the cultivation of poliomyelitis 
and other viruses, and accompanies a completely re- 
written chapter on poliomyelitis. New chapters on 


ECHO (enteric cytopathogenic human orphan), Cox- ° 


sackie, and miscellaneous viruses have been added. A 
new section of the chapter on primary atypical pneu- 
monia deals with PAP caused by the adenoviruses. 
This is not a compendium of research methods; the 
authors have been concerned in outlining the most 
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useful laboratory procedures for the diagnosis of each 
disease entity. In this they have succeeded admirably. 
This new edition will be welcome to everyone con- 
cerned with the diagnosis of viral and rickettsial 
diseases, be it from the clinical or laboratory side. It 
is certainly indispensable for the library of the virus 
diagnostic laboratory. 

—Maria W. Kirber, Ph.D. 


PULMONARY CARCINOMA, PATHOGENESIS, 
DIAGNOSIS AND TREATMENT. Edited by Ed- 
gar Mayer, M.D., Clinical Professor of Medicine at 
the Institute of Industrial Medicine, New York Uni- 
versity Post-Graduate Medical Center, and Visiting 
Physician at University Hospital, New York; and 
Herbert C. Maier, M.D., Director of Surgery, Lenox 
Hill Hospital, Visiting Surgeon, Bellevue Hospital, 
Associate Attending Surgeon, Presbyterian Hospital, 
and Assistant Professor of Surgery, Columbia Uni- 
versity. Pp. 540, illustrated. Price $15.00. New York 
University Press, New York. Distributed by J. B. 
Lippincott Company, Philadelphia and New York, 
1956. 


The entire gamut of current knowledge concerning 
the most important cancer afflicting the male is pre- 
sented in this volume. There are 20 contributors who 
are all experts in special fields of knowledge concerned 
with pulmonary cancer. The current knowledge on 
the research paths to etiological factors is very clearly 
stated, and the relationship of pathology to symptom- 
atology is also clearly brought forth. The heart of 
this book, however, lies in its presentations for the 
clinician who is faced with arriving at a diagnosis and 
who is considering available methods of treatment. 
Particularly valuable in this regard is the presentation 
of the protein manifestations of the clinical disease and 
the adjunctive atlas of selected cases at the back of 
the book. The position of surgery in the treatment 
of pulmonary cancer is clearly stated, but the tech- 
niques of surgical treatment are not completely cov- 
ered nor is there diagrammatic representation. It can 
be unequivocally stated that the clinician who masters 
the contents of this book will be in a masterful 
position to guide the patients suspected of harboring 
a cancer in the lungs. 

—John L. Pool, M.D. 


MEDICAL PARASITOLOGY. For Medical Students 
and Practicing Physicians. By William G. Sawitz, 
M.D., Professor of Parasitology and Associate in 
Medicine, Jefferson Medical College of Philadelphia. 
Second Edition. Pp. 342, with 89 figures. Price 
$6.00. The Blakiston Division, McGraw-Hill Book 
Company, New York, 1956. 


A didactic format has been employed in this text- 
book whereby morphology, clinical characteristics, 
vectors, therapy, and diagnostic procedures for each 
of the disease states produced by parasites are con- 
sidered under separate general headings. Drawings 
rather than photographs are used throughout. 

Only by vast knowledge and extensive experience 
in this field, which few possess, could certain inaccu- 
racies have been avoided, such as, statements regarding 
animal reservoirs for trypanosomes pathogenic for 
man, whose own parasites actually are nontransmis- 
sible; nor would it have been possible to include prac- 
tical details for evaluating local variations in clinical 
manifestations of disease. 


For students, this handbook is an adequate and 
useful reference. 
—George Paclisanu, M.D. 


HUMAN OVULATION AND FERTILITY. By 
Edmond J. Farris, Ph.D., Executive Director and 
Associate Member, The Wistar Institute of 
Anatomy and Biology, Philadelphia. Pp. 159. Price 
$6.50. J. B. Lippincott Company, Philadelphia, 1956. 


For clinicians, students, and specialists in fertility, 
this book is a must. Dr. Farris has scientifically, con- 
cisely, and simply brought out the salient factors in 
determining the ovulation and fertility days in human 
beings. At all times he has kept in mind the salient 
factor, namely, the clinical appraisal of, and usefulness 
in, determining the exact ovulation date. 

His chapters on rat hyperemia and the simple tests 
that can be performed in any office or laboratory are 
very clear and excellently detailed. His discussion of 
the value of pituitary radiation for improving ovula- 
tion, which has been tried for many years, presents 
conclusive proof that improvement does occur in the 
ovulation time, especially in long, drawn-out cycles 
with poor progesterone phases. His advice on improv- 
ing the cycle and ovulation by taking the basal meta- 
bolic rate and by judicious use of thyroid extract is 
sound. The chapter on advice and information for 
the barren couple is very valuable and of great help 
to the clinician. 

This is a very useful guide and a handy book for 
work in sterility and should always be near the clin- 
ician when he charts ovulation time; it has a very 
concise and exact formula. Included in a long biblio- 
graphy of literature. This is a truly stimulating text- 
book. 

—Asta J. Wittner, M.D. 


THE MORPHOLOGY OF HUMAN BLOOD 
CELLS. By L. W. Diggs, M.A., M.D., Professor 
of Medicine and Director of Medical Laboratories, 
University of Tennessee and City of Memphis Hos- 
pitals, and Consultant in Hematology, Armed Forces 
Institute of Pathology, Washington, D.C.; Dorothy 
Sturm, Instructor, Memphis Academy of Arts; and 
Ann Bell, B.A., Instructor in Medicine, University 
of Tennessee. Pp. 180, with 31 color plates and 54 
black and white illustrations. Price $12.00. W. B. 
Saunders Company, Philadelphia, 1956. 


This is an atlas of morphologic diagnosis, the main 
use of which should consist of going from the micro- 
scope to the color plates, and finally to the descriptive 
text. It should be of help in learning and teaching 
hematolgy at all levels and can serve as a hematology 
consultant to all but the experts. The color reproduc- 
tion, as faithful and as varied as possible, is outstand- 
ing. The text, though grouped separately and further 
illustrated in back and white, follows the color plates 
in sequence, describes the important features of the 
elements represented, and elaborates to some extent on 
their origin and clinical significance. There is logical 
progression from normal blood cells and their groups 
to pathological cells in circulating blood and tissues, 
to the chapter on techniques and methods, which ter- 
minates the text. The text is followed by suggestions 
for reading matter and by an alphabetic index. 

This is a useful, practical book for students, tech- 
nicians, and physicians interested in hematological 
diagnosis but not for experts in this field. 

—A. M. Knopf, M.D. 
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EDITORIAL FORECAST 


December 1957 
“Chemotherapy of Leukemia and Lymphoma,” by Ralph O. Wallerstein, M.D., Paul M. Aggeler, 
M.D., and M. Silvija Hoag, M.D. 
“Some Aspects of Cholesterol Metabolism,” by David Kritchevsky, Ph.D. 
“Surgery and the Geriatric Patient,” by Adele Gecht, M.D., F.A.C.S. 
“Ataxic Form of Poliomyelitis: Case Report in a Single Patient,” by Edward B. Shaw, M.D. 
“Unusual Cause of Intussusception: Report of a Case,” by Christine E. Haycock, M.D. 


Also included in this issue will be the stories of the Medical Women of the Year and the Scholastic 
Award Winners for 1957. 


The cumulative index for the year 1957, volume 12 of the JourNAL, will appear and is intended to 


help our readers locate material that has appeared in the JourNaL during the year by title and 
author. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR ASSOCIATE MEMBERSHIP 


Please print or type name and address. Check address to which JourNat is to be mailed. 


Associate members do not pay dues but have all the privileges of membership except voting, 


holding office, and membership in the Medical Women’s International Association. Associate mem- - 


bership is open to: medical women in the first year of practice, women interns, residents: in 
training, and fellows. Membership includes the JournaL each month without charge. 


q 
q 
| 
4 
q 
33 


has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 
BUTISOL SODIUM® 10 mg. (% gr.) 


Butabarbital Sodium 
“daytime sedative” with less risk of accumulation 
or development of tolerance. 
Ext. Belladonna 15 mg. (1 gr.) 
Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... 
Prestabs* Butibel R-A (Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Medical Women’s International Association 


President: Dr. M. Yotanva Tosont Datal, 1, via Giustiniano, Milan, Italy. 


Past President: Dr. ApA CHREE REID, 118 Riverside Drive, New York, U.S.A. 


Hon. Treasurer: Dr. H. pe Rotver-Bonnet, J. van Eyckstraat 8, Amsterdam, Holland. 


Hon. Secretary: Dr. Janet K. AtrKen, Acacia House, 30a Acacia Road, Regent’s Park, London, 
England. 


Vice-Presidents: Pror. Marir L. CHEvrEL, 14, rue des Fossees, Rennes, I. et V., France. 


Dr. INGER Ha.porsen, Rikard Nordraksgtn 4, Bergen, Norway. 


Dr. ANNA JAcoB-PELLER, 23 Mazastr, Tel-A viv, Israel. 


Dr. Fe pet Munpo, 34 Kitanlad, Quezon City, Manila, Philippines. 


Dr. ANNA Wattuarp-Scuaetti, Eierbrechstr. 71, Zurich 7, Switzerland. 


Dr. Marton HIiiarp, 716, Medical Arts Bldg., Toronto, Canada. 


AMWA International Corresponding Secretary: 
ALMA Dea Moran, M.D., 3665 Midvale Ave., Philadelphia, Pa. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please check address to which JOURNAL and AMWA correspondence are to be mailed.) 
‘ 


Certification by American Board of.........Year...... 


Check membership desired: 

(—) Life-Dues $200 (May be paid in two installments in two consecutive years). 

[] Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are 
payable to Branch treasurer.) 

Associate-No dues. Junior-No dues. 
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LIBRARY FUND COMMITTEE 
CHAIRMEN 


Branch One, Washington, D.C., A. Genevieve McEldowney, M.D., St. Elizabeth’s Hospital. 
Branch Ten, Wisconsin, Elizabeth Comstock, M.D., Arcadia. 

Branch Thirteen, San Diego, Calif., Viola Erlanger, M.D., 336 Kalmia. 

Branch Fourteen, New York, Anna K. Daniels, M.D., 270 West End Ave., New York 23. 
Branch Nineteen, lowa, Jean Jongewaard, M.D., 201 Lincoln Way, Jefferson. 

Branch Twenty, (Blackwell) Detroit, Mich., Grace Perdue, M.D., 763 Fisher Bldg. 

Branch Twenty-Three, Los Angeles, Calif., Phyllis Moeller, M.D., 3235 Palmer Drive. 


Branch Twenty-Five, Philadelphia, Pa., Frieda Baumann, M.D., Woman’s Medical College, Henry 
Ave. and Abbottsford Road. 


Branch, Twenty-Six, Minnesota, Nellie W. Barsness, M.D., 540 Lowry Medical Arts Bldg., St. Paul. 
Branch Twenty-Nine, Atlanta, Ga., Betty Ann Brooks, M.D., 603 Church St., Decatur. 


Branch Thirty-Two, Western North Carolina, Mary Frances Shuford, M.D., Legal Bldg., Ashe- 
ville. 


Branch Thirty-Eight, Long Beach, Calif., Sybil Haire, M.D., 5221 Arbor Rd. 
Branch Thirty-Nine, Boston, Mass., Ann Wight, M.D., Massachusetts General Hospital. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article III, Section 1a. Active Members “shall be members of a Branch, if any local Branch exists; if not, they may be 
members-at-large.” 


Article III. Section 6. Associate Members “shall be: (1) medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of membership, 
except voting, holding office, and membership in the Medical Women’s International Association.” 


Fame 54 III. Section 7. Junior Members “shall be members of Junior Branches in the four undergraduate years of medical 
school.” 


All members receive the official publication, the JouRNAL oF THE AMERICAN MepicaL WoMEN’s 
Association. Life and Active members receive membership in the Medical Women’s International 
Association. 


Signature 


Endorsers are required only if applicant is NOT a member of a State or County medical society. 
Endorsers must be members of American Medical Women’s Association 


Checks payable to the American Medical Women’s Association, Inc. must accompany applica- 
tion. Mail to Treasurer, A.M.W.A., 1790 Broadway, Room 315, New York 19, N.Y., or to the 
Branch Treasurer. 
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weeks? 


months ? 


years? 


Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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FOR FLAGELLATE AND FUNGAL VAGINITIS 
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° Destroys Common Vaginal Pathogens; 
Flor aquin Rebuilds Normal Bacterial Barrier 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs* in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Dédderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports? consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 
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Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. /57:126 
(Jan. 8) 1955. 


2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 
3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 5/:1494 (June 15) 1956. 
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Futurist 


This young bundle of impulse is getting equipped to pull up stakes. Not that 


he hasn’t everything now, but like every baby he’s attuned to time yet to come. 


His is the expectant view. He’s on the lookout for the future perfect. And getting there. 


He is an S-M-A baby. 


Sound Infant Nutrition 


Wipeth 


® 
Philadelphia 1, Pa. 


S-M-A 


Concentrated Liquid 
Instant Powder 
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Now... 
triple 

protection 
for your 


LANTEEN JELLY 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and moniliastatie. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 

safest conception control method. Even your problem patients do not have to 

interrupt the diaphragm-jelly technique. The evident increase in the incidence of 

moniliasis suggests the use of a contraceptive that has been shown in the lab- 

oratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against tricho- 

monas can aid in preventing reinfection with this organism by the male partner. 
Write for complete details of LANTEEN’s triple protection. 


NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 


LANTEEN JELLY CONTAINS RICINOLEIC ACID 0.50%, HEXYLRESORCINOL 0.10%. cnLonotHyMot 0.0077%, 
SODIUM BENZOATE AND CLYCERIN IN A TRACACANTH BASE. DISTRIBUTED BY CEORCE A. BREON & COMPANY, 
1450 BROADWAY, NEW YorK 18, N.Y. (IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS, 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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Announcing 


ROMILA 


Romilar CF brings new comfort and ease to your 
patients with colds and other respiratory disorders by 
providing more complete symptomatic control. 
Romilar CF syrup combines the benefits of an anti- 
histaminic, a decongestant, and an analgesic-antipy- 
retic with the effective cough suppressant action of 
Romilar Hydrobromide* — the non-narcotic cough 
specific with codeine’s antitussive effect but without 


codeine’s side effects. 


Each teaspoonful (5 cc) of Romilar CF provides: 


Romilar ® Hydrobromide* ............... 15 mg 
Chlorpheniramine Maleate .............. 1.25 mg 
Phenylephrine Hydrochloride ............. 5mg 
N-acetyl-p-aminophenol .................. 120mg 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 


*Brand of dextromethorphan hydrobromide 
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Prognosis: Smooth recovery from bowel surgery 


SULFASUXIDIN 


SUCCINYLSULFATHIAZOLE 


Preoperatively, SULFASUXIDINE prepared this pa- 
tient for intestinal surgery — reduced enteric coli- 
forms 95-99.9 per cent... minimized danger of 
contamination and secondary infection. 


Postoperatively, SULFASUXIDINE will continue to 
suppress bacterial growth; lessen danger of perito- 
nitis. Flatulence will be diminished...tissue repair 
progresses satisfactorily. 


SULFASUXIDINE confines its bacteriostatic poten- 
tial to the gut — absorption is very low — systemic 
reaction is rare. 


As adjunctive therapy SULFASUXIDINE has demon- 
strated great value in acute and chronic colitis. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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for the management of constipation 


when bowel motility is adequate when bowel motility is inadequate 


Capsules 


Colace Syrup Peri-Colace 


diocty! sodium sulfosuccinate, Liquid (drops) peristaltic stimulant — stool softener, 
Mead Johnson Mead Johnson 


softens stools without laxative action softens stools and stimulates peristalsis 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


, 
a sn all ages benefit fromthe Colace Family 
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